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HOME  RESPIRATORY  THERAPY  STUDY 
EXECUTIVE  SUMMARY 


Section  958  of  Public  law  96-499,  the  Omnibus  Reconciliation  Act  of  1980,  directed 
the  Department  of  Health  and  Human  Services  to  conduct  a  study  of  "the 
circumstances  and  conditions  under  which  services  furnished  with  respect  to 
respiratory  therapy  should  be  covered  as  a  home  health  benefit  under  Title  XVIII  of 
the  Social  Security  Act."  This  mandate  reflects  the  concern  of  some  members  of 
Congress  that  Medicare  home  health  coverage,  particularly  of  respiratory 
therapists'  services,  does  not  adequately  meet  the  needs  of  Medicare  beneficiaries. 
To  expand  the  availability  of  respiratory  therapists'  services  in  the  home,  some 
representatives  of  home  health  agencies  (HHAs)  and  the  respiratory  therapy 
profession  advocate  reimbursement  of  respiratory  therapist  services  on  a  per  visit 
or  per  service  basis  like  that  presently  used  for  skilled  nursing,  physical  therapy, 
and  several  other  home  health  services. 

Under  current  Medicare  coverage,  HHAs  cannot  bill  Medicare  directly  for  services 
of  respiratory  therapists.  However,  they  may  retain  these  practitioners,  either  on 
salary  or  under  contract,  to  serve  as  consultants  to  HHA  staff  who  then  provide 
respiratory  services  to  patients.  These  consultants  may  also  direct  educational 
programs  for  HHA  staff  and  perform  evaluative  activities.  They  may  on  occasion, 
i.e.,  when  it  assists  in  the  overall  operation  of  the  program,  make  home  visits  to 
Medicare  beneficiaries  for  direct  clinical  counseling  even  though  the  HHA  cannot 
bill  Medicare  for  those  visits.  The  HHA  obtains  payment  for  the  activities  of 
respiratory  therapists  by  including  the  costs  in  administrative  expenses,  which  are 
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allocated  to  and  collected  through  the  reimbursable  visit  costs  in  proportion  to  its 
Medicare  utilization.  At  present,  approximately  6  percent  of  HHAs  retain 
respiratory  therapists. 

In  preparing  this  study,  the  Department,  through  the  Federal  Register,  solicited 
statistical  data,  views  and  opinions,  and  other  material  from  interested 
professional  organizations,  groups,  and  individuals.  In  particular,  the  American 
Association  for  Respiratory  Therapy  was  generous  with  its  time  and  information. 
In  addition,  technical  support  was  provided  by  the  University  Health  Policy  Center 
at  Brandeis  University  which  reviewed  relevant  literature  and  conducted  a  sample 
survey  of  HHAs  regarding  the  provision  of  respiratory  therapy  services.  The  cost 
of  preparing  this  report  was  approximately  $65,000. 

The  study  had  three  objectives: 

o  to  assess  Medicare  beneficiaries'  needs  for  coverage  of  home  health  visits 
by  respiratory  therapists; 

o  to  examine  the  strengths  and  weaknesses  of  current  Medicare  home  health 
coverage  of  respiratory  therapy  services,  and  any  improvements  which  may 
be  needed  in  the  current  system;  and 

o  to  consider  the  costs  of  expanding  Medicare  coverage  to  include  home 
health  visits  by  respiratory  therapists,  if  needed. 

The  principal  findings  and  conclusions  of  this  study  are: 

1.  The  efficacy  of  some  respiratory  therapy  services  used  in  the  home  (e.g., 
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oxygen  therapy  and  mechanical  ventilation)  has  been  established. 
However,  scientific  studies  disagree  about  the  efficacy  of  some  types  of 
aerosol  therapy  and  chest  physical  therapy. 

The  needs  of  most  Medicare  beneficiaries  for  home  respiratory  care  could 
be  met  by  nurses  whose  services  are  currently  covered  on  a  cost  per  visit 
basis  under  the  home  health  benefit.  Others  could  be  adequately  served  if 
home  health  agencies  arranged  for  respiratory  therapists  to  provide 
consultation  to  their  staffs,  and  occasional  necessary  home  visits,  or 
arranged  for  short  term  training  courses  for  nurses  assigned  to  treat 
respiratory  patients.  Examples  of  specialized  home  care  respiratory 
programs  where  these  types  of  arrangements  are  being  used  successfully 
are  included  in  Chapter  5.  In  many  cases  the  costs  of  enlisting  the  services 
of  respiratory  therapists  can  be  included  in  the  agency's  reimbursable 
costs.  Very  little  evidence  exists  which  indicates  that  paying  for 
respiratory  therapists'  home  visits  on  a  cost  per  visit  basis  would  result  in 
reduced  hospital  stays  for  respiratory  patients. 

The  delivery  of  adequate,  high  quality  respiratory  therapy  care  in  the  home 
and  hospital  settings  depends  upon  the  activities  of  physicians,  hospital 
respiratory  therapists,  suppliers  of  respiratory  equipment,  and  nurses. 
It  is  often  the  case  that  each  of  these  providers  performs  well  and  patients 
receive  all  of  the  care  they  need.  Some  problems  have  arisen  primarily  due 
to  lack  of  coordination  among  these  various  providers  of  care. 
Improvements  in  this  area  could,  in  some  cases,  decrease  the  unmet  need 
for  respiratory  services,  and  could  improve  the  quality  of  care.  These 
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changes  would  impact  both  HHA  clients  with  unmet  need  and  those 
patients  not  currently  served  by  HHAs.  This  latter  group  may  be  more 
significantly  at  risk  of  avoidable  re-admissions  to  the  hospital. 

k.  There  is  a  lack  of  agreement  within  the  medical  profession  on  the 
indications  for  using  various  types  and  providers  of  respiratory  therapy. 
The  respective  responsibilities  of  nurses  and  respiratory  therapists  in  the 
provision  of  home  care  have  not  been  separately  delineated.  This  lack  of 
consensus  about  the  roles  of  these  providers  would  make  it  difficult  to 
target  a  Medicare  coverage  expansion  to  those  with  a  need  for  specialized 
care,  or  those  whose  admission  or  re-admission  to  the  hospital  could  be 
avoided  by  the  provision  of  this  care.  Consequently,  Medicare  costs  would 
increase  if  beneficiaries  now  being  adequately  served  by  nurses  were 
referred  to  respiratory  therapists  for  treatment  in  addition  to  the  care 
they  are  now  receiving. 

RECOMMENDATION 

The  Department  recommends  that  present  Medicare  coverage  of  home  respiratory 
therapy  services  be  retained.  This  coverage  includes,  under  home  health  benefits, 
payment  on  a  cost  per  visit  basis  for  respiratory  therapy  services  which  are 
delivered  by  nurses  or  physical  therapists.  Additionally,  home  health  agencies  may 
retain  respiratory  therapy  practitioners  as  consultants  to  advise  and  educate  their 
staffs  or  to  make  necessary  home  visits,  and  include  an  allocated  portion  of  the 
cost  in  their  Medicare  administrative  or  overhead  expenses.  Oxygen  and  other 
respiratory  equipment  and  supplies  are  covered  by  Medicare's  durable  medical 
equipment  (DME)  benefit. 
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Finally,  expansion  of  cost  per  visit  payments  to  cover  home  visits  by  respiratory 
therapists  is  not  consistent  with  the  Department's  current  development  of 
reimbursement  alternatives.  The  Department  favors  fundamental  reimbursement 
reform  involving  a  broad  spectrum  of  home  health  services.  The  Department  is 
developing  and  testing  alternative  home  health  reimbursement  methods  which  will 
reward  the  beneficial  and  efficient  use  of  many  services,  including  respiratory 
therapy.  Until  these  methods  are  developed  and  tested,  the  Department 
recommends  continuation  of  the  present  Medicare  coverage  for  respiratory 
therapists'  services  in  the  home. 
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CHAPTER  1 
HOME  RESPIRATORY  THERAPY  STUDY 


INTRODUCTION 

A.  Background 

Public  Law  96-499,  the  Omnibus  Reconciliation  Act  of  1980,  Section  958,  required 
the  Department  of  Health  and  Human  Services  to  conduct  "a  study  of  the 
circumstances  and  conditions  under  which  services  furnished  with  respect  to 
respiratory  therapy  should  be  covered  as  a  home  health  benefit  under  Title  XVIII  of 
the  Social  Security  Act."  Respiratory  therapy  (formerly  known  as  inhalation 
therapy)  includes  those  medical  services,  prescribed  by  a  physician,  for  the 
treatment  and  management  of  breathing  problems.*  Provision  of  respiratory 
therapy  services  in  the  home  by  home  health  agencies  (HHAs)  is  the  focus  of  this 
report.  This  study  discusses  (1)  the  need  for  and  utilization  of  respiratory  therapy 
home  health  care,  (2)  cost  control,  and  (3)  the  quality  and  appropriateness  of  care. 
It  does  not  address  the  issue  of  whether  or  not  home  respiratory  services  should  be 
covered  under  Medicare's  durable  medical  equipment  (DME)  benefit,  although  this 
benefit  is  discussed  throughout  this  report. 

Medicare  reimbursement  under  the  home  health  benefit  is  now  available  on  a  cost 
per  visit  basis  for  home  respiratory  care  delivered  by  nurses  or  physical  therapists. 
These  costs  are  reimbursable  under  both  Part  A  (Hospital  Insurance)  and  Part  B 
(Supplementary  Medical  Insurance).  Although  reimbursement  cannot  be  obtained 
on  a  per  visit  basis  for  respiratory  therapists'  home  visits,  the  salaries  of  such  home 
health  personnel  may  often  be  included  in  computing  the  agency's  reimbursable 
costs  if  the  agency  is  below  its  cost  limits.    Therefore,  currently  HHAs  may 
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retain  respiratory  therapists  as  consultants  to  advise  and  educate  HHA  staff  who 
make  home  visits  and,  in  cases  where  it  assists  in  the  overall  operation  of  the 
program,  respiratory  therapists  may  make  home  visits.  Even  though  the  visit  is  not 
reimbursed  as  such,  the  HHA  can  include  an  allocated  portion  of  respiratory 
therapists'  costs  in  its  Medicare  administrative  overhead  expenses.  In  this  way,  as 
long  as  an  HHA  is  below  its  cost  limits,  home  visits  by  respiratory  therapists  are,  in 
effect,  now  covered. 

Under  Part  B,  Medicare  beneficiaries  are  also  covered  for  oxygen  and  other 
respiratory  equipment  and  supplies  in  the  home  under  Medicare's  durable  medical 
equipment  (DME)  benefit,  if  the  care  is  determined  to  be  medically  necessary  and 
certain  conditions  are  met. 

Some  members  of  Congress,  interest  groups,  and  specialists  in  the  field  of 

respiratory  therapy  are  concerned  that  present  Medicare  coverage  of  home 

respiratory  therapy   may  not  be  adequate  to  meet  the  needs  of  program 

beneficiaries.  Some  of  these  persons  and  groups  advocate  that  Medicare  pay  for 

respiratory  therapists'  home  visits  on  a  cost  per  visit  basis.  This  change  is  needed, 

they  argue,  because  Medicare  currently  does  not  adequately  cover  the  costs  of 

providing  home  respiratory  care,  and,  as  a  result,  few  home  health  agencies  now 

enlist  the  services  of  respiratory  therapists.    Expansion  of  Medicare  coverage 

would  offer  an  incentive  to  HHAs  to  hire  respiratory  therapists.  Advocates  of  this 

coverage  change  believe  that  greater  availability  of  respiratory  therapists'  services 

would  result  in  avoidance  of  unnecessary  hospital  readmissions  of  respiratory 

patients,   since   patients   would   be   better   trained   in   home   utilization  and 

maintenance  of  their  respiratory  equipment.  Implicit  in  the  arguments  in  favor  of 

expanded  home  health  coverage  is  the  belief  that  nurses,  who  are  now  covered 
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under  Medicare  on  a  cost  per  visit  basis,  and  who  provide  most  of  the  home 
respiratory  care  under  the  home  health  benefit,  are  not  sufficiently  qualified  to 
provide  this  care,  particularly  when  it  involves  respiratory  equipment,  and  that 
DME  suppliers  rarely  provide  the  required  respiratory  care. 

This  report  is  primarily  focused  on  examining  the  validity  of  these  contentions.  We 
do  not  discuss  the  need  for  Federal  financing  of  expanded  respiratory  services  in 
relation  to  other  health  care  items  and  services  that  are  presently  not  covered  as 
benefits  under  the  Medicare  program.  That  type  of  question  is  particularly 
important  during  these  times  of  fiscal  constraint,  but  it  is  beyond  the  scope  of  the 
present  inquiry.  Consideration  is  given  in  this  study  to  the  present  "state  of  the 
art"  in  respiratory  care,  current  availability  of  respiratory  care  services,  and  to  the 
medical  and  economic  ramifications  of  an  expansion  of  Medicare  benefits. 

B.    Objectives  of  the  Study 

The  first  objective  of  this  study  is  to  assess  Medicare  beneficiaries'  needs  for 
expanded  Medicare  coverage  of  home  visits  by  respiratory  therapists  under  the 
home  health  benefit.  This  is  accomplished  by  examining  (1)  the  general  diagnoses 
associated  with  a  need  for  respiratory  therapy,  (2)  the  basic  modalities  included  in 
home  respiratory  care,  (3)  the  providers  of  home  respiratory  care  and  their 
respective  types  and  levels  of  expertise,  (4)  the  specific  conditions  associated  with 
a  need  for  home  care  delivered  by  respiratory  therapists,  (5)  the  extent  to  which 
patients'  needs  are  being  met  through  the  existing  system  and  coverage,  (6)  health 
improvements  that  could  be  expected  to  result  if  coverage  were  expanded,  and  (7) 
the  cost  effectiveness  of  home  respiratory  therapy. 
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The  second  objective  is  to  examine  the  delivery  of  home  respiratory  care  under 
current  Medicare  coverage,  the  major  problems  in  this  system,  and  steps  which 
might  remedy  the  problems.  The  arguments  in  favor  of  and  against  retaining 
current  Medicare  coverage  are  presented.  Also  discussed  are  improvements,  other 
than  coverage  expansion,  which  are  required  in  the  current  system  for  providing 
respiratory  care. 

The  third  objective  is  to  consider  the  costs  to  the  Medicare  program  that  can  be 
expected  if  home  health  coverage  is  expanded  to  include  cost  per  visit 
reimbursement  for  home  care  delivered  by  respiratory  therapists. 

C.    Data  Sources 

As  mandated  by  law,  the  Department  consulted  with  outside  interest  groups 
throughout  the  preparation  of  this  report.  Participation  from  experts  in  the  field, 
professional  organizations  and  interested  individuals  was  obtained  in  several  ways. 
First,  study  staff  met  with  them  either  in  groups  or  individually  to  discuss  the 
issues  and  obtain  information  and  opinions.  Representatives  of  the  American 
Association  for  Respiratory  Therapy  were  particularly  helpful  in  presenting  their 
views  and  providing  us  with  information  throughout  the  course  of  this  study.  Next, 
a  notice  was  published  in  the  Federal  Register  announcing  the  study  and  inviting 
input  in  the  form  of  statistical  data,  analyses  of  experience,  and  opinions.  The 
response  to  this  announcement  was  very  good,  both  qualitatively  and 
quantitatively,  from  individuals,  organizations,  and  agencies  involved  directly  or 
indirectly  with  the  provision  of  respiratory  services.  As  was  expected,  the 
majority  of  the  respondents  (60  out  of  68)  were  in  favor  of  Medicare 
reimbursement  for  respiratory  therapy  in  the  home.  A  summary  of  these  responses 
appears  in  Appendix  I.     In  addition,  a  number  of  experts  within  the  Federal 
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government  were  consulted  throughout  the  preparation  of  this  report. 

Other  major  sources  of  information  for  this  report  included  (1)  literature  reviews 
conducted  by  staff  of  the  University  Health  Policy  Center  at  Brandeis  University 
relating  to  the  efficacy  of  services  for  specific  diagnostic  categories,  descriptions 
of  clinical  studies  and  other  research  and  demonstration  projects  carried  out  in 
different  therapeutic  settings,  and  utilization  and  cost  data  (although  very  little  of 
the  latter  were  found),  and  (2)  a  survey  of  home  health  agencies  conducted  by  this 
Policy  Center  which  provided  information  on  the  HHAs'  policies  and  opinions  in 
regard  to  respiratory  therapy  services  --  their  staffing  and  service  patterns, 
sources  of  payment,  and  their  views  as  to  the  need  for  and  the  barriers  to  provision 
of  these  services.  Appendix  II  contains  an  article  reporting  the  results  of  this 
survey. 

D.    Definition  of  Terms 

Since  the  terms  "respiratory  therapy"  and  "respiratory  therapist"  are  used 
throughout  this  report,  they  are  defined  below.  These  definitions  were  supplied  by 
the  American  Association  for  Respiratory  Therapy.  A  number  of  other  less 
frequently  used  terms  are  defined  in  the  glossary  at  the  conclusion  of  this  study. 

Respiratory  Therapy  -  Also  referred  to  in  this  report  as  respiratory  care  or 
respiratory  services,  includes  activities  related  to  diagnosis,  therapeutics, 
administration  and  education.  Included  in  the  diagnostic  activities  are  obtaining 
blood  samples  to  determine  acid-base  status  and  blood  gas  values,  oximetry,  and 
pulmonary  function  measurements.  Therapeutic  modalities  include  (1)  oxygen 
therapy,  (2)  ventilatory  therapy,  (3)  artificial  airway  care,  (4)  bronchial  hygiene 
therapy,  (5)  respiratory  rehabilitation  therapy,  and  (6)  aerosol  therapy.  Educational 


activities  include  instructions  for  the  patient  and  family  in  the  (1)  anatomy, 
physiology  and  pathophysiology  of  respiratory  disease,  (2)  administration  of 
therapeutic  modalities  prescribed  by  the  physician,  and  (3)  where  equipment  is 
prescribed  as  therapy,  the  effective  and  safe  use  and  maintenance  of  this 
equipment  including  precautions  to  avoid  equipment  contamination  and  patient 
infection.  In  recent  years,  respiratory  therapy  has  become  available  outside  of  the 
hospital  in  the  patients'  homes.  A  description  of  respiratory  therapy  modalities 
most  likely  to  be  delivered  in  the  home  is  included  in  Chapter  2. 

Respiratory  Therapists  -  Health  care  practitioners  who  are  specifically  trained  for 
one  or  two  years  to  monitor  and  treat  cardiopulmonary  function  under  the 
supervision  of  a  physician.  Although  persons  with  a  wide  variety  of  educational 
backgrounds  and  experience  refer  to  themselves,  and  are  referred  to  as  respiratory 
therapists,  this  report  is  mainly  concerned  with  those  who  are  certified.  Included 
in  this  category  are  (1)  registered  respiratory  therapists  or  technicians  who  have 
been  credentialed  as  such  by  the  National  Board  of  Respiratory  Therapy  and  (2) 
those  who  are  graduates  of  one  of  the  314  AM  A  approved  educational  programs  for 
respiratory  therapists  or  technicians  and  are  eligible  to  sit  for  their  registry  exams. 
In  1985  there  were  approximately  55,000  certified  therapists  meeting  these 
criteria.  Respiratory  therapists  administer  respiratory  therapy,  monitor  equipment 
care,  provide  patient  and  family  education  and  instruction,  and  evaluate  and 
monitor  patients. 

Most  of  the  respiratory  therapists  and  technicians  work  in  departments  of 
respiratory  (inhalation)  therapy  which  are  generally  under  either  the  anesthesiology 
or  pulmonary  medicine  services  in  hospitals.  Others  work  for  contracting  firms 
that  provide  a  broad  scope  of  respiratory  care  services  for  groups  of  clinics  and 


hospitals  in  the  same  geographic  area.  In  addition,  some  are  employed  in  nursing 
care  facilities,  physicians'  offices,  companies  providing  respiratory  equipment, 
supplies  and  services,  municipal  organizations  and  home  health  agencies. 
Respiratory  therapists  may  also  work  as  independent  practitioners  who  contract  for 
their  services.  In  recent  years  the  number  of  respiratory  therapists  working 
outside  of  the  traditional  hospital  setting  has  increased.  The  "Continuing  Care  and 
Rehabilitation  Section"  of  the  American  Association  for  Respiratory  Therapy  is  one 
of  the  largest  and  fastest  growing  sections.2 

E.    Description  of  Medicare  Home  Respiratory  Therapy  Coverage 

Current  Medicare  coverage  of  home  respiratory  therapy  is  available  under  the 

home  health  services  and  durable  medical  equipment  benefits. 

Home  Health  Services  Coverage 

Home  health  services  are  covered  under  both  Part  A  (hospital  insurance)  and  Part  B 
(supplementary  medical  insurance)  of  Medicare.  Section  930  of  P.L.  96-499  made 
coverage  under  the  two  parts  identical,  and  benefits  are  currently  reimbursed  from 
the  Part  A  Trust  Fund  except  for  the  few  beneficiaries  who  are  enrolled  in  Part  B 
only.  This  legislation  also  removed  the  restriction  on  the  number  of  visits  allowed, 
eliminated  the  prior  3-day  hospitalization  requirement,  the  $60  deductible,  and  the 
co-insurance  provisions.  A  physician  must  determine  a  beneficiary's  need  for  home 
health  services,  which  must  be  provided  under  a  written  patient-care  plan.  The 
plan  must  be  reviewed  and  updated  periodically  by  the  patient's  physician,  who 
retains  responsibility  for  the  overall  direction  of  the  patient's  care.  This  function 
may  not  be  performed  by  a  physician  who  has  a  significant  ownership  interest  in,  or 
a  significant  financial  or  contractual  interest  with,  the  home  health  agency. 


7 


In  addition  to  the  above  requirements,  to  be  eligible  for  reimbursement  for  HHA 
services,  a  Medicare  beneficiary  must  be  confined  to  the  home,  and  in  need  of 
intermittent  skilled  nursing,  physical  therapy,  or  speech  pathology  services. 
Beneficiaries  who  are  receiving  at  least  one  of  these  three  "qualifying"  services  are 
then  also  eligible  for  payment  for  occupational  therapy,  medical  social  services, 
home  health  aide  services,  and  medical  supplies  and  medical  appliances,  including 
respiratory  therapy  equipment  and  supplies.  Currently,  nurses  provide  the  vast 
majority  of  home  health  services  covered  by  Medicare.  Some  home  health  agencies 
also  provide  services  of  physical  therapists,  speech  therapists,  occupational 
therapists,  home  health  aides,  and  social  workers,  which  can  be  covered  under 
Medicare. 

Services  of  health-care  professions  not  specifically  mentioned  in  the  legislation 
(e.g.,  those  provided  by  dietitians  or  nutritionists,  and  respiratory  therapists)  are 
not  reimbursable  on  a  per  visit  basis.  However,  if  an  HHA  employs  or  contracts  for 
these  practitioners  to  provide  consultation  or  training  to  its  nurses,  or  in  cases 
where  respiratory  therapists'  home  visits  assist  in  the  overall  operation  of  the 
program,  Medicare  payment  can  be  obtained  for  these  activities  by  including  the 
costs  in  administrative  expenses,  which  are  allocated  to  and  collected  through  the 
reimbursable  visit  costs  in  proportion  to  its  Medicare  utilization. 

Practitioners  whose  services  are  covered  on  a  per  visit  basis  must  have  professional 
qualifications  specified  in  the  Medicare  regulations.  Consultants,  either  salaried  or 
under  contract,  are  not  subject  to  these  professional  requirements. 
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Medicare  payments  to  HHAs,  which  are  the  lesser  of  customary  charges  or 
reasonable  costs,  cover  reasonable  direct  costs  for  each  type  of  HHA  visit,  plus  a 
share  of  allocated  overhead  expenses.  Medicare  Part  A  fiscal  intermediaries 
process  both  Part  A  and  Part  B  claims.  The  intermediary  is  responsible  for 
verifying  the  beneficiaries'  eligibility  and  screening  the  claims  for  appropriateness 
of  both  the  services  and  the  charges. 

At  the  end  of  the  fiscal  year,  the  interim  payments  are  subject  to  a  final,  post- 
audit  settlement  based  on  the  HHA's  actual  cost  experience.  The  intermediary  is 
responsible  for  determining,  through  either  field  audit  or  a  desk  review  of  the 
HHA's  annual  cost  report,  that  costs  reported  can  be  documented  and  are  proper, 
reasonable,  and  limited  to  allowable  costs  for  providing  covered  patient  care.  In 
the  final  settlement,  the  HHA's  aggregated  reimbursement  is  subject  to  a  limit 
which  is  computed  using  "caps"  for  each  type  of  service  adjusted  for  location 
(standard  metropolitan  statistical  or  rural  area),  a  wage  index,  and  a  "market 
basket"  inflation  factor.  Prior  to  October  1982,  separate  reimbursement  limits 
were  calculated  for  hospital-based  and  freestanding  HHAs.  The  Tax  Equity  and 
Fiscal  Responsibility  Act  of  1982  (P.L.  97-248),  however,  requires  that  a  single 
reimbursement  limit  be  used  for  all  HHAs,  but  allows  hospital-based  agencies  an 
add-on  factor  to  compensate  for  the  effects  on  them  of  Medicare  cost  allocation 
requirements.  For  cost  reporting  periods  beginning  on  or  after  July  1,  1985,  the 
cost  limits  are  applied  to  the  incurred  costs  of  each  discipline  rather  than  to  the 
aggregate  cost  of  all  disciplines. 
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Durable  Medical  Equipment  Coverage 

The  Social  Security  Act  provides  for  reimbursement  for  the  rental  or  purchase  of 
durable  medical  equipment  (DME)  to  Medicare  beneficiaries  enrolled  in  Part  B,  the 
Supplementary  Medical  Insurance  Program.  DME  is  defined  as  equipment  that  can 
withstand  repeated  use;  is  primarily  and  customarily  used  to  serve  a  medical 
purpose;  is  generally  not  useful  to  a  person  in  the  absence  of  an  illness  or  injury; 
and  is  appropriate  for  use  in  the  home.  Included  in  this  definition  are  oxygen 
therapy  equipment  and  the  supply  of  oxygen  gas  or  liquid. 

Expenses  incurred  by  the  beneficiary  are  reimbursable  by  Medicare  if  the 
equipment  meets  the  definition  of  DME,  is  necessary  and  reasonable  for  the 
treatment  of  the  beneficiary's  illness  or  injury,  and  is  used  in  the  beneficiary's 
home.  A  physician's  prescription  must  accompany  a  claim  for  reimbursement  of 
the  cost  of  DME  items.  The  prescription  should  include  a  diagnosis  and  prognosis 
of  the  patient's  condition,  the  reason  for  prescribing  the  equipment  and  an  estimate 
of  the  number  of  months  the  equipment  will  be  needed.  A  re-evaluation  of  medical 
necessity  by  the  Medicare  carrier  is  generally  required  every  6  or  12  months  for 
the  duration  of  use  of  DME,  depending  upon  the  physician's  initial  estimate  of  the 
patient's  period  of  medical  necessity. 

F.  Summary 

This  chapter  described  the  approach  taken  to  address  the  Congressional  mandate, 
the  focus  of  this  study  and  the  study  objectives,  defined  relevant  terms,  and 
described  current  Medicare  coverage  of  home  respiratory  therapy.  Throughout  this 
report  the  terms  "respiratory  therapy",  "respiratory  care",  or  "respiratory  services" 
are  used  interchangeably  to  refer  to  the  services  described  above.    In  the  next 
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section,  the  need  of  the  Medicare  population  for  medical  treatments  involving 
respiratory  therapy  is  discussed.  Included  are  the  types  of  respiratory  care  likely 
to  be  delivered  in  the  home  and  determinants  of  the  need  for  direct  services  of 
respiratory  therapists  in  this  setting. 
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Chapter  2 

THE  NEED  FOR  HOME  RESPIRATORY  THERAPISTS'  SERVICES 


Medicare  covers  respiratory  therapy  provided  by  physicians,  other  qualified 
personnel  in  hospitals,  and,  under  circumstances  described  in  Chapter  1,  by  HHAs. 
There  is  currently  no  direct  coverage  of  respiratory  therapists  employed  by  the 
suppliers  of  respiratory  equipment.  However,  the  suppliers  are  currently 
reimbursed  by  Medicare  for  the  supplies  and  equipment  furnished  to  Medicare 
beneficiaries. 

In  spite  of  this  coverage,  there  are  some  patients  for  whom  these  services  do  not 
suffice  to  secure  compliance  with  the  respiratory  regimen  and  to  obtain  optimal 
health  outcomes.  A  purpose  of  this  study  is  to  determine  the  extent  to  which  these 
patients  need  the  specialized  care  provided  by  respiratory  therapists  in  the  home, 
which  is  not  now  covered  on  a  per  visit  basis  by  Medicare.  This  section  describes: 

o    Medical  diagnoses  and  conditions  for  which  respiratory 
therapy  may  be  prescribed; 

o    Basic  respiratory  therapy  modalities  likely  to  be  delivered  in  the  home; 

o    The  capability  of  current  providers  to  deliver  various  levels 
of  home  respiratory  care; 

o    Conditions  associated  with  a  need  for  care  delivered  by 
respiratory  therapists; 

o    Aspects  of  the  existing  system  and  coverage  which 
influence  the  need  for  home  respiratory  care. 

A.    Medical  Diagnoses  Associated  with  a  Need  for  Respiratory  Therapy 

Patients  with  chronic  obstructive  pulmonary  disease  (COPD)  are  believed  to  be  the 
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largest  group  which  may  have  a  need  for  respiratory  therapy  at  some  point  in  their 
illness.  Included  within  the  COPD  category  are  patients  with  emphysema,  chronic 
bronchitis,  and  chronic  asthma.  Approximately  3  million  Medicare  beneficiaries 
suffer  from  COPD. 

In  addition  to  patients  with  COPD,  the  American  Association  for  Respiratory 
Therapy  states  that  any  patients  with  airway  obstruction  and  other  respiratory 
afflictions  may  require  comprehensive  and  continuous  respiratory  care.  Included 
are  patients  with  cystic  fibrosis,  chronic  interstitial  lung  disease  or  fibrosis, 
asbestosis,  anthrocosilicosis,  byssinosis  or  other  pneumoconiosis,  poliomyelitis  or 
other  restrictive  disorders,  and  any  other  chronic  condition  affecting  gas  transport 
or  causing  breathing  difficulty,  cough  or  sputum  production  or  other  disability.  It 
is  estimated  that  about  230,000  Medicare  beneficiaries  have  one  of  these  diseases. 

Patients  with  the  above  lung  diseases  require  various  types  of  medical  intervention 
depending  upon  the  stage  and  seriousness  of  their  illness.  Many  of  the  conditions 
require  little  treatment  for  several  years  in  their  early  stages.  In  the  later  stages, 
complex  respiratory  therapy  in  the  hospital  and/or  home  may  be  required. 

Estimates  of  the  number  of  patients  who  need  services  of  a  very  general  nature  as 
compared  to  those  who  may  require  very  specialized  care,  e.g.  that  related  to 
instruction  and  use  of  respiratory  equipment,  are  not  available.  We  do  not  know 
how  many  patients'  needs  could  be  met  by  the  existing  Medicare  coverage  of 
nurses,  physical  therapists,  and  durable  medical  equipment,  and  how  many  need 
specialized  home  care  delivered  by  respiratory  therapists.  Also  unknown  are  the 
numbers  of  patients  who  would  suffer  no  medical  consequences  if  they  did  not 
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receive  respiratory  care,  who  need  the  care  to  improve  their  comfort  or  well- 
being,  or  who  need  this  care  to  remain  out  of  the  hospital  or  to  remain  alive. 

If  the  Medicare  program  were  to  be  expanded  to  cover  home  visits  by  respiratory 
therapists  on  a  per  visit  basis,  it  would  be  essential  to  design  a  program  that  would 
exclude  persons  who  needed  only  general  respiratory  care  which  can  be  provided  by 
nurses.  If  this  is  not  possible,  a  large  number  of  home  health  agencies  would  likely 
request  per  visit  reimbursement  for  the  specialized  care  of  respiratory  therapists 
which  was  not  needed,  and  Medicare  benefit  outlays  could  substantially  increase. 

The  problem  of  targeting  an  expanded  Medicare  home  respiratory  care  benefit  to 
those  with  the  greatest  medical  need  is  discussed  in  greater  depth  later  in  this 
report. 

B.    Home  Respiratory  Therapy 

According  to  the  American  Association  for  Respiratory  Therapy,  respiratory  home 
care  should  include  the  following  modalities  described  briefly  with  some  indication 
(where  appropriate)  of  the  types  of  patients  who  would  need  them:^ 

Diagnostic  Procedures 

There  are  several  simple  devices  which  can  be  used  in  home  diagnoses  to  monitor, 
assess,  and  perhaps  eliminate  the  need  for  certain  therapies  and  rehospitalization. 
Two  examples  are  simple  spirometric  screening  to  detect  changes  in  volumes  and 
flows  of  the  lung,  and  ear  oximetry  to  evaluate  the  oxygen  saturation  of  the  blood. 


Oxygen  Therapy 

The  delivery  of  oxygen  in  the  home  can  be  considerably  more  complex  than  in  the 
hospital  because  of  the  different  delivery  mechanisms  involved,  e.g.  tanks,  liquid 
oxygen,  and  concentrators.  Chronic  hypoxemic  patients  would  be  the  group  most 
likely  to  need  home  oxygen  care. 

Aerosol  Therapy 

Aerosol  therapy  must  be  broken  into  two  components:  bland  aerosols  and  nebulized 
medications.  Bland  aerosols  are  generally  appropriate  for  patients  with  artificial 
airways  and  may  be  useful  in  those  patients  with  cystic  fibrosis.  Professional 
respiratory  care  in  the  home  related  to  the  delivery  of  bland  aerosols  would  be 
limited  in  most  cases  to  an  initial  instructional  explanation,  or  in  the  case  of 
problems  with  equipment  failure  or  when  refresher  instruction  was  necessary. 

Nebulized  medications  are  appropriate  when  administering  bronchodilators. 
Traditionally,  nebulized  medications  are  delivered  via  metered  dose  inhalers,  hand 
held  compressor  driven  nebulizers,  and  in  extremely  rare  cases  by  intermittent 
positive  pressure  breathing  (IPPB).  Patients  who  would  benefit  from 
bronchodilators  include  those  with  partial  or  totally  reversible  obstructive  airway 
diseases  such  as  patients  with  emphysema,  chronic  bronchitis  and  asthma. 
However,  there  is  no  medical  evidence  that  indicates  nebulized  antibiotics  are 
effective  in  the  home. 

Mechanical  Ventilation 

In  recent  years  the  number  of  ventilator-dependent  patients  being  transferred  from 
the  hospital  to  the  home  has  increased.  Home  mechanical  ventilation  is  a 
possibility  for  patients  who  have  need  for  continuous  home  ventilatory  care  and 
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whose  other  medical  problems  are  resolved  or  stabilized.  Banaszak  et  al.  state 
that  "of  the  causes  of  ventilatory  failure,  only  a  few  can  be  stabilized  and 
considered  for  management  at  home.  These  causes  include  central  nervous  system 
diseases,  spinal  cord  diseases,  poliomyelitis,  polyneuropathy,  muscular  dystrophy, 
post -thoracoplasty  problems  and  chronic  obstructive  lung  diseases".^ 

For  those  patients  deemed  appropriate  for  this  care,  comprehensive  and 
coordinated  preparation  for  and  supervision  of  this  very  specialized  respiratory 
care  is  required.  Ventilator  care  (cleaning,  day-to-day  operation,  and  trouble- 
shooting) is  taught  to  patients  and  family  as  part  of  the  hospital  discharge  planning 
process.^  Particularly  in  the  initial  stages  after  discharge,  but  also  on  a  continuing 
basis  therafter,  this  care  and  equipment  must  be  closely  monitored. 6  This 
monitoring  is  frequently  accomplished  by  a  health  care  team  led  by  a  physician. 

Chest  Physical  Therapy 

Chest  physical  therapy  is  used  to  clear  abnormal  sputum  from  the  airway  in 
patients  who  cannot  generate  an  effective  cough.  Along  with  breathing  training, 
there  is  an  extremely  limited  professional  role,  i.e.  initial  instruction,  in  home  care 
because  the  effectiveness  of  this  modality  is  based  primarily  on  the  high  frequency 
of  therapy.  Most  cases  would  require  a  minimum  of  three  to  five  such  sessions 
daily,  if  not  more,  for  any  effectiveness.  Therefore,  a  family  member  or  full  time 
attendant  usually  provides  such  therapy. 

C.    Providers  of  Home  Respiratory  Care 

When  attempting  to  determine  the  need  for  expanded  home  respiratory  therapy 
coverage,  it  is  important  to  consider  whether  or  not  the  respiratory  therapy 
providers  who  are  currently  covered  on  a  cost  per  visit  basis  by  Medicare  are 
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unable  to  provide  respiratory  services  at  the  level  of  expertise  necessary  to 
achieve  optimal  results.  The  medical  profession  has  yet  to  delineate  separately  the 
responsibilities  of  nurses  and  respiratory  therapists  in  the  provision  of  home  care. 
There  is  more  agreement  on  the  limited  role  of  physical  therapists.  No  research 
studies  have  been  conducted  to  show  comparative  outcomes  of  respiratory  care 
delivered  by  these  different  types  of  practitioners,  or  to  show  the  adequacy  or 
appropriateness  of  their  counseling,  although  it  is  agreed  that  providing  such 
guidance  is  a  proper  function  and  responsibility  of  each  of  their  practices.  The 
following  discussion,  therefore,  reflects  "informed  opinion"  as  expressed  in  the 
literature  and  anecdotal  evidence  submitted  by  Federal  Register  respondents  drawn 
from  their  own  experience. 

Respiratory  Therapist  Care 

Certified  respiratory  therapists  receive  one  or  two  years  of  specialized  training  in 
the  diagnosis  and  treatment  of  pulmonary  conditions  and  rehabilitation.  Included  in 
this  is  extensive  knowledge  about  the  use  and  maintenance  of  respiratory 
equipment  and  breathing  re-training.  Rapid  technological  progress  in  this  area  has 
led  to  the  development  of  more  complicated  systems  for  providing  care  which  must 
be  fully  understood  by  patients  for  them  to  receive  maximal  benefit.  Some  Federal 
Register  respondents  expressed  the  opinion  that  only  respiratory  therapists  have 
the  in-depth,  up-to-date  knowledge  and  training  to  care  for  the  more  seriously  ill 
lung  patients. 

Respiratory  Care  Delivered  by  Nurses 

Nurses  receive  three  or  four  years  of  training  in  general  medical  areas. 
Respiratory   training   is   included   in   nurse   curricula   but   is   not   as  detailed, 
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particularly  with  regard  to  respiratory  equipment,  as  respiratory  therapists' 
training.  However,  nurses  have  the  skills  to  assess  patients'  overall  conditions,  to 
recommend  intervention  for  a  wide  variety  of  health  problems,  and  to  instruct  the 
patients  in  ways  to  cope  with  their  diseases.  They  are  also  qualified  to  monitor  the 
effects  of  various  types  of  medication  and  treatment  on  the  patient's  overall 
condition.  Those  who  expressed  the  opinion  that  nurses  are  well  prepared  to 
provide  home  respiratory  care  said  respiratory  care  must  be  viewed  as  only  one 
part  of  the  medical  regimen  required  by  mostly  elderly  patients  who  frequently 
have  multiple  health  problems  requiring  complex,  multi-faceted  treatment.  They 
also  felt  that  nurse  follow-up  of  adequate  hospital  respiratory  training,  particularly 
when  written  instructions  are  provided  to  patients  with  the  newer,  more  complex 
forms  of  equipment,  would  be  adequate  for  the  vast  majority  of  respiratory 
patients.  Many  nurses  have  some  hospital  experience  with  respiratory  care,  e.g.  in 
the  delivery  of  oxygen  or  in  intensive  care  units.  With  some  adaptations  (in  view  of 
the  greater  complexity  of  some  equipment  used  in  the  home)  the  skills  developed  in 
the  hospital  can  be  used  in  the  home. 

Respiratory  Therapy  Delivered  by  Physical  Therapists 

Physical  therapists  also  receive  training  in  the  treatment  of  a  broad  range  of 
conditions.  With  regard  to  respiratory  patients,  physical  therapists  educate  the 
patient  regarding  relaxation  techniques  and  proper  breathing,  clapping  and 
bronchial  drainage,  measure  functional  work  capacity,  develop  an  exercise 
conditioning  program,  and  record  physiologic  changes  resulting  from  exercise 
training. 
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Some  Federal  Register  respondents  contended  that  working  with  respiratory 
patients  is  outside  of  physical  therapists'  particular  area  of  expertise,  especially 
when  respiratory  equipment  is  a  vital  part  of  the  care.  In  addition,  some  State 
licensure  laws  expressly  prohibit  physical  therapists  from  performing  invasive 
procedures  and  administering  drugs  (including  oxygen).  The  rationale  behind  these 
laws  is  that  the  physical  therapist's  curriculum  usually  does  not  include  formal 
training  in  pharmacology  and  that  physical  therapists  do  not  work  under  the  direct 
supervision  of  physicians  in  the  same  way  as  do  nurses  and  respiratory  therapists. 

While  it  is  generally  acknowledged  that  not  all  respiratory  patients  require  the 
specialized  treatment  which  only  respiratory  therapists  can  offer,  no  definitive 
conclusions  have  been  reached  about  the  types  of  patients  or  conditions  which 
require  treatment  by  specific  providers  of  respiratory  care  (nurses  or  respiratory 
therapists). 

D.    Conditions  Requiring  Care  Delivered  by  Respiratory  Therapists 
The  need  for  the  specialized  care  of  a  respiratory  therapist  depends  upon  the 
nature  and  severity  of  the  condition,  the  complexity  of  the  prescribed  treatment, 
and  frequently  upon  the  characteristics  of  the  patient. 

Federal  Register  respondents  attempted  to  identify  more  specifically  the  criteria 
indicating  that  patients  should  be  assessed  and  counselled  by  respiratory  therapists. 
Included  were: 

1.     Patients  in  the  advanced  stages  of  COPD  or  other  serious  lung  disease. 
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2.  Patients  receiving  oxygen  or  other  sophisticated  respiratory  equipment  (e.g., 
nebulizers,  intermittent  positive  pressure  breathing  (IPPB),  incentive 
spirometers,  and  ventilators)  who  need  further  specific  training  in  the  safe  and 
efficient  use  of  this  specialized  equipment. 

3.  Patients  who  could  be  released  earlier  from  the  hospital  if  specialized 
assistance  is  available  in  the  home. 

4.  Patients  at  serious  risk  of  re-admission  to  the  hospital  if  their  care  is  not 
monitored  by  specialized  personnel. 

5.  Any  patients  and/or  family  members  who  are  unable  to  handle  their  home 
treatment  program  without  the  specialized  expertise  of  the  respiratory 
therapist. 

Also  discussed  by  these  respondents  were  the  problems  which  age,  anxiety,  or 
chronic  difficulty  in  breathing  cause  which  make  it  harder  for  the  patient  to 
understand  and  remember  the  complex  instructions  given  by  respiratory  therapists 
in  the  hospital  or  by  employees  of  respiratory  equipment  suppliers. 

While  nurses  (depending  upon  their  background  and  experience)  may  be  able  to 
appropriately  treat  the  above  patients,  particularly  if  they  have  received  adequate 
instruction  in  the  hospital  and  from  the  supplier  of  the  respiratory  equipment, 
there  may  be  some  cases  in  which  nurses  do  not  possess  the  required  knowledge  and 
skills.   Respondents  felt  that  the  training  of  respiratory  therapists  prepared  them 
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to  assist  these  patients  most  adequately  in  properly  using  their  complex  equipment 
and/or  carrying  out  their  home  treatment  programs.  In  addition,  respondents  felt 
that  instruction  by  respiratory  therapists  in  the  home,  rather  than  just  the  hospital 
setting,  would  be  both  conducive  to  learning  on  the  part  of  the  most  seriously  ill 
patients  and  their  families,  and  helpful  to  the  therapists  in  teaching  because  they 
could  see  the  setting  in  which  the  equipment  would  be  used  and  adapt  the 
instructions  accordingly. 

E.    Aspects  of  the  Current  System  of  Providing  Respiratory  Care  Which  Influence 

the  Need  for  Home  Respiratory  Care 
The  delivery  of  adequate,  high  quality  respiratory  therapy  care  in  the  home  and 
hospital  settings  depends  upon  the  activities  of  physicians,  hospital  respiratory 
therapists,  suppliers  of  respiratory  equipment,  and  nurses.  If  each  of  these 
providers  performs  well,  as  is  generally  the  case,  patients  receive  the  care  that 
they  need.  The  problems  which  have  arisen  are  primarily  due  to  lack  of 
coordination  among  the  various  providers  of  care.  Improvements  in  this  area  could, 
in  some  cases,  decrease  the  unmet  need  for  respiratory  services,  and  improve  the 
quality  of  care.  At  this  point  we  will  briefly  discuss  some  major  aspects  of  the 
provision  of  respiratory  care  which  influence  the  need  for  home  respiratory  care. 
A  more  complete  discussion  is  included  in  Chapter  5. 

Drawing  upon  information  contained  in  the  literature,  and  responses  to  our  Federal 

Register  announcement,  Chapter  5  discusses  some  of  the  problems  which  have 

arisen  in  the  delivery  of  respiratory  care.     In  discussing  the  care  given  to 

respiratory  patients  in  the  hospital,  the  need  for  comprehensive  preparation  of 

respiratory  patients  and  their  families  for  discharge  was  mentioned.    This  is 

required  so  that  patients  fully  understand  how  to  comply  with  the  recommended 
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treatment  regimen  and  thereby  avoid  unnecessary  complications.  This  chapter  also 
discusses  the  need  for  hospital  discharge  planners  to  more  frequently  refer 
respiratory  patients  to  home  health  agencies  for  follow-up  care. 

Also  considered  is  the  fact  that  an  increased  number  of  respiratory  patients  in  the 
future  may  enter  HHA  care  without  prior  hospitalization  since  the  3-day  hospital 
stay  is  no  longer  required  for  receipt  of  HHA  Part  A  services.  Some  of  these 
patients  will  not  have  the  benefit  of  any  recent  hospital  respiratory  care,  and, 
therefore,  will  be  more  dependent  on  their  physicians,  the  respiratory  equipment 
and  supply  companies,  and  the  HHAs  for  all  of  the  care  they  will  need.  The 
problems  of  relying  on  these  sources  are  discussed  below  and  in  Chapter  5. 
However,  since  the  number  of  seriously  ill  respiratory  patients  who  have  not  had  a 
recent  hospital  stay  is  expected  to  be  very  low,  we  expect  little  increased  need  for 
HHA  respiratory  therapist  care  due  to  this  change. 

The  previously  mentioned  sources  also  discussed  physicians'  handling  of  respiratory 
patients.  Although  many  physicians  supervise  their  patients'  care  very  closely, 
some  physicians  delegate  almost  total  responsibility  for  managing  and  monitoring 
patients'  care  to  the  suppliers  of  the  respiratory  equipment.  If  these  patients  were 
also  referred  to  HHAs  for  follow-up  care,  more  frequent  independent  monitoring 
and  assessment  of  their  conditions  would  take  place.  Unfortunately,  some  patients 
are  not  referred  to  HHAs  but  only  to  the  companies  which  furnish  the  respiratory 
equipment  and  supplies. 

The  companies  which  furnish  respiratory  equipment  and  supplies  were  frequently 
mentioned  by  our  Federal  Register  respondents.  These  suppliers  vary  considerably 
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in  the  extensiveness  and  quality  of  care  they  deliver.  Some  need  to  provide  more 
training  in  the  use  of  the  equipment  they  supply,  and  improve  their  monitoring  of 
patient  care  and  equipment. 

The  home  health  nurse  was  recognized  as  the  principal  person  involved  currently  in 
monitoring  patients'  respiratory  care.  Concerns  with  this  were  (1)  insufficient  time 
or  attention  to  respiratory  care  because  of  the  numerous  other  services  required  by 
the  patients;  (2)  nurses  vary  in  the  extensiveness  of  their  knowledge  and  training  in 
respiratory  care;  (3)  nurses  may  not  have  in-depth,  current  knowledge  about  the  use 
and  maintenance  of  the  more  complicated  types  of  respiratory  equipment  needed 
by  the  most  seriously  ill  respiratory  patients;  and  (4)  few  home  health  agencies 
have  respiratory  therapists  available  to  assist  nurses  with  the  most  difficult 
respiratory  cases. 

F.  Summary 

No  data  are  available  to  indicate  the  number  of  Medicare  beneficiaries  who  need 
the  care  of  respiratory  therapists  in  the  home.  The  diagnoses  associated  with  the 
need  for  respiratory  care  are  very  broad  and  include  a  number  of  patients  with 
little  or  no  need  for  specialized  care.  It  would  appear  that  the  needs  of  most 
Medicare  beneficiaries  for  home  respiratory  care  can  be  met  under  current 
coverage.  Nurses  are  currently  covered  on  a  cost  per  visit  basis  by  Medicare  and 
often  have  adequate  training  and  skills  to  treat  many  of  the  patients  in  need  of 
respiratory  care.  Those  nurses  who  need  to  supplement  their  skills  can  be  trained 
by  salaried  respiratory  therapists  or  in  special  training  programs.  For  those 
beneficiaries  who  require  more  specialized  care,  that  can  probably  best  be  provided 
by  respiratory  therapists,  current  Medicare  coverage  of  HHA's  administrative  costs 
may  include  the  salaries  of  respiratory  therapists. 


23 


It  is  clear  that  sources  we  consulted  believe  that  the  extent  of  need  for  home 
respiratory  care  is  affected  by  the  activities  of  the  various  providers  of  home  and 
hospital  respiratory  care.  When  the  system  is  working  well,  as  is  often  the  case, 
the  services  and  training  provided  by  hospital  respiratory  therapists  are 
comprehensive;  physicians  supervise  and  follow-up  their  respiratory  patients  and 
refer  them  to  home  health  agencies  where  appropriate;  suppliers  of  respiratory 
equipment  work  closely  with  physicians,  adequately  train  patients  and  monitor 
equipment  use;  and  nurses  have  the  skills  or  are  trained  to  provide  the  required 
respiratory  care.  Unfortunately,  mainly  due  to  lack  of  coordination  among  the 
various  providers  of  care,  sometimes  this  is  not  the  case. 
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Chapter  3 

THE  RELATIONSHIP  BETWEEN  RESPIRATORY  THERAPY  AND  HEALTH  OUTCOMES 


In  Chapter  2  we  described  medical  conditions  for  which  respiratory  therapy  may  be 
needed.  A  large  part  of  the  needed  respiratory  therapy  is  available  under  current 
Medicare  coverage.  The  purpose  of  this  section  is  to  consider  whether 
improvement  in  the  health  or  functional  status  of  patients  would  result  if  Medicare 
were  expanded  to  include  cost  per  visit  reimbursement  for  respiratory  therapists' 
home  visits. 


To  explore  this  question  we  first  looked  at  studies  of  the  objective  health  outcomes 
believed  to  result  from  the  use  of  four  respiratory  treatment  modalities  used  in  the 
home:  oxygen  and  aerosol  therapies,  mechanical  ventilation,  and  chest  physical 
therapy.  These  treatments  are  now  covered  under  Medicare  if  delivered  in  the 
hospital  by  respiratory  therapists,  nurses  and  other  qualified  personnel,  and  on  a 
cost  per  visit  basis  in  the  home  if  the  care  is  delivered  by  nurses  or  (where 
appropriate)  physical  therapists.  It  is  assumed  on  the  basis  of  past  experience  that 
a  Medicare  expansion  to  include  per  visit  reimbursement  for  respiratory  therapists' 
home  care  would  encourage  additional  use  of  these  services.  This  chapter  will 
indicate  whether  or  not  the  encouragement  of  further  use  of  these  services  can  be 
expected  to  improve  Medicare  beneficiaries'  health. 


Many  of  the  most  common  respiratory  therapy  procedures  were  implemented  and 
widely  used  before  they  were  carefully  scrutinized  from  an  efficacy  perspective. 
It  is  only  in  recent  years  that  rigid  scientific  analysis  has  been  employed  to  study 
the  objective  health  outcomes  which  result  from  the  use  of  these  treatment 
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modalities.  Consequently,  there  is  still  considerable  controversy  about  the 
effectiveness  of  some  common  forms  of  respiratory  therapy. 


A.    Assessment  of  Four  Categories  of  Respiratory  Therapy  Services 
Oxygen  Therapy 

Oxygen  therapy  is  one  of  the  oldest  of  all  respiratory  therapy  modalities,  and  its 
effectiveness  was  established  quite  early  in  the  treatment  of  a  wide  variety  of  lung 
diseases.  Early  studies  of  this  therapy  concluded  that  it  increased  activity  and 
exercise  tolerance,  improved  neuropsychological  function,  increased  days  of  gainful 
employment,  and  reduced  hospitalization. ^  Some  studies  indicate  that,  particularly 
for  patients  with  severe  hypoxia  (oxygen  deficiency)  and  cor  pulmonale  (cardiac 
enlargement),  oxygen  therapy  can  prolong  life.^  A  recent  study  of  patients  with 
hypoxemic  chronic  obstructive  lung  disease,  funded  by  the  National  Institutes  of 
Health,  found  significantly  lower  mortality  in  continuous  oxygen  therapy  patients 
than  in  nocturnal  oxygen  therapy  patients. ^  Flenley  states  that  "long  term  oxygen 
therapy  prolongs  life  in  adults  with  chronic  hypoxia  caused  by  chronic  bronchitis 
and  emphysema  who  have  cor  pulmonale,  pulmonary  hypertension,  and  secondary 
polycythemia."^  In  most  cases  the  indications  for  prescribing  supplemental 
oxygen  are  well  established.  This  therapy  should  be  administered  if  the  blood 
oxygen  levels  in  the  patient  are  too  low.  It  is  clear  that  there  are  substantial 
benefits  from  oxygen  therapy  in  many  cases. 

However,  there  are  some  serious  problems  involving  oxygen  use.  Available 
evidence  suggests  that  oxygen  therapy  to  date  has  sometimes  been  prescribed  in 
the  absence  of  any  concrete  evidence  that  it  is  needed;  that  is,  oxygen  therapy  may 
be  overutilized.    Even  when  appropriate,  the  dosage  may  not  be  individualized 
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and  the  patient  may  be  only  loosely  monitored.  This  may  result  in  the  patient 
being  given  too  much  oxygen  (which  can  be  toxic)  or  given  oxygen  solely  to  "feel 
better."  Psychological  benefits  are  difficult  to  evaluate  in  terms  of  the  scientific 
efficacy  of  a  therapy.  In  response  to  some  of  these  problems,  the  Health  Care 
Financing  Administration  published  uniform  criteria  for  determining  when  a  valid 
medical  need  for  oxygen  exists.  This  was  intended  to  ensure  consistent  coverage 
determinations  by  Medicare  carriers  nationwide,  and  to  ensure  that  patients  with  a 
medical  need  for  home  oxygen  receive  Medicare  coverage  for  it.**  Important 
issues  related  to  oxygen  therapy^  involve  its  misuse,  evaluation  and  monitoring  of 
its  therapeutic  success,  understanding  of  possible  short  and  long  term  toxic  effects, 
and  the  effectiveness  of  continuous  and  12-hour  nocturnal  therapy. 

Aerosol  Therapy 

Therapeutic  aerosols  consist  of  either  water  droplets  or  fine  particles  of 
medication  added  to  the  inspired  air  for  deposition  onto  the  surface  of  the  lung. 
Humidity  (aerosol  of  water)  and  other  aerosols  are  used  to  achieve  three  general 
objectives: 

o    humidification  of  the  respiratory  tract, 

o    "wetting"  of  respiratory  tract  secretions  (mucus)  so  that  they  can  be 
coughed  up  more  easily,  and 

o    delivery  of  bronchodilator  drugs  which  dilate  the  breathing  tubes. 

Several  mechanical  devices,  which  are  known  as  nebulizers,  are  available  to 
generate  an  aerosol  (i.e.,  put  the  particles  of  water  or  drug  into  suspension). 
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Utilization  of  the  above  types  of  aerosol  therapy  is  still  controversial.  Indications 
for  its  use  are  not  always  widely  agreed  upon,  and  its  effectiveness  at  times  has 
been  questioned.  Also  controversial  is  the  selection  of  types  of  nebulizers  and 
whether  or  not  an  IPPB  machine  is  helpful  in  delivering  aerosols.^  Some  aerosol 
therapies,  e.g.  bronchodilator  and  corticosteroid  aerosolization  are  considered  by 
pulmonary  specialists  to  be  essential  in  the  treatment  of  patients  with  obstructive 
airway  diseases.  ^ 

Mechanical  Ventilation 

Mechanical  ventilation  is,  by  definition,  life-sustaining  in  nature.  Discussions  of 
the  outcomes  of  home  ventilator  treatment  generally  focus  on  determination  of 
patients  most  appropriate  for  this  care  as  opposed  to  hospital  ventilator  care,^ 
recognition  of  the  intensive  patient  preparation  needed  for  successful  utilization  of 
home  ventilatory  care,^  assessment  of  patients'  ability  to  do  as  well  in  the  home 
as  they  would  have  in  the  hospital  setting,  ^  and  indications  of  cost 
effectiveness.^  It  appears,  on  the  basis  of  the  limited  data  which  are  now 
available,  that  home  treatment  of  ventilator-dependent  patients  can  be  11  an 
economical  and  effective  alternative  to  continued  care  in  an  acute  or  chronic 
facility"  19  provided  that  patients  are  selected  carefully,  prepared  adequately,  and 
monitored  closely. 

Chest  Physical  Therapy 

Chest  physical  therapy  consists  of  two  types  of  techniques:  (1)  pulmonary  physical 
therapy,  and  (2)  breathing  training.  According  to  Rochester  and  Goldberg^  the 
purpose  of  pulmonary  physical  therapy  is  "to  enhance  mucociliary  clearance, 
increase  the  volume  of  expectorated  sputum,  and  improve  airway  function." 
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Techniques  utilized  include  chest  percussion,  vibration,  and  postural  drainage.  In 
evaluating  the  effectiveness  of  this  treatment  modality,  problems  arise  in 
determining  what  constitutes  "large"  vs.  "small"  sputum  production,  evaluation  of 
effects  due  to  cough  alone,  definition  of  "effective  cough",  and  understanding  the 
interrelationships  among  the  frequency  of  pulmonary  physiotherapy  treatment, 
duration  of  the  effects  on  clearance  and  airway  function,  morbidity,  and  alteration 
of  the  natural  history  of  the  disease  process. 

There  is  little  agreement  on  the  degree  of  effectiveness  of  pulmonary  physical 
therapy  despite  its  widespread  use.  A  number  of  researchers^  studied  the  overall 
effects  of  this  therapy  on  sputum  production  and/or  pulmonary  function.  Their 
results  markedly  differ  on  whether  or  not  patient  improvement  resulted  from  this 
therapy,  and  the  extent  of  any  improvement  which  did  result. 

The  purpose  of  "breathing  training"  is  to  relieve  breathing  difficulty,  improve 
ventilatory  efficiency,  respiratory  muscle  function  and  exercise  tolerance. 23  The 
techniques  utilized  include  a  combination  of  traditional  methods  (diaphragmatic 
exercises,  pursed  lips,  and  paced  slow  breathing)  combined  with  such  new  ones  as 
respiratory  muscle  training  maneuvers  and  whole-body  exercise  training.  The 
major  problem  with  this  type  of  therapy,  however,  involves  isolating  the 
effectiveness  of  certain  techniques  from  the  intervention  of  other  factors  such  as 
the  patient's  metabolic  and  nutritional  status. ^  A  review^  0f  the  findings  of 
several  studies  reported  inconclusive  results  on  the  effects  of  breathing  exercises. 
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In  general,  few  scientific  studies  have  adequately  demonstrated  that  respiratory 
physical  therapy  aids  patients  in  recovery  from  lung  diseases.  As  was  stated  in 
Chapter  2,  the  effectiveness  of  chest  physical  therapy  is  contingent  upon  high 
frequency  provision  of  care  which  requires  a  family  member  or  full-time  attendant. 
However,  there  is  a  role  for  health  care  professionals  in  the  initial  instruction 
related  to  these  procedures. 

B.  Summary 

The  studies  reviewed  in  this  section  indicate  that  there  are  questions  about  the 
effectiveness  of  some  forms  of  respiratory  therapy.  Oxygen  therapy  is  the  least 
controversial  in  terms  of  its  efficacy  because  easily  definable  indications  and 
outcomes  can  be  measured  during  the  administration  of  supplemental  oxygen. 
Mechanical  ventilation  is  life-sustaining  by  nature.  Scientific  studies  disagree 
about  the  efficacy  of  certain  types  of  aerosol  therapy  and  chest  physical  therapy. 

Despite  the  lack  of  scientific  evidence  indicating  the  efficacy  of  some  respiratory 
therapy  modalities,  it  is  clear  that  the  health  of  many  Medicare  beneficiaries  is 
improved,  and  in  some  cases  their  lives  are  sustained,  by  respiratory  care. 
However,  Medicare  now  pays  for  home  respiratory  nursing  care  and  for  respiratory 
supplies  and  equipment.  In  addition,  home  health  agencies  may  enlist  the  services 
of  respiratory  therapists  and  include  them  under  their  administrative  costs  in  many 
cases.  It  is,  therefore,  difficult  to  argue  that  paying  for  respiratory  therapists' 
services  on  a  cost  per  visit  basis  would  further  improve  beneficiaries'  health.  In 
fact,  the  incentives  inherent  in  cost  per  visit  reimbursement  could  foster  the 
expanded  use  of  some  of  the  procedures  not  yet  established  as  medically 
efficacious. 


30 


Chapter  k 

COST  EFFECTIVENESS  OF  HOME  RESPIRATORY  THERAPY 


Another  important  point  to  consider  when  assessing  the  need  for  expanded  home 
respiratory  services  is  whether  or  not  provision  of  these  services  would  enable 
patients  to  be  maintained  for  longer  periods  in  their  homes  and  thereby  avoid  or 
shorten  hospital  care.  If  this  reduction  in  hospitalization  occurred,  then  one  could 
argue  that  per  visit  reimbursement  of  home  visits  by  respiratory  therapists  would 
be  more  cost  effective  than  current  provision  of  services.  To  address  the  cost 
effectiveness  issue,  it  would  have  been  necessary  to  examine  the  results  of 
controlled  studies  which  compare  the  effects  of  home  health  services  provided  by 
respiratory  therapists  to  those  provided  by  nurses.  Unfortunately,  we  found  no 
studies  of  this  nature.  The  majority  of  the  available  studies  provided  little 
assistance  in  determining  the  cost  effects  of  care  delivered  in  the  home  by 
respiratory  therapists  since  their  focus  was  on  evaluating  specific  types  of  therapy, 
e.g.  oxygen  therapy  or  IPPB,  rather  than  the  type  of  providers  of  the  care.  Only 
two  studies  specifically  attempted  to  assess  the  impact  of  care  provided  by 
respiratory  therapists,  and  they  had  several  methodological  shortcomings  which 
prevent  us  from  generalizing  their  results.  These  studies  will  be  discussed  at  the 
end  of  this  chapter. 

A.    Studies  of  Home  Respiratory  Care 

There  are  some  limited  studies  of  respiratory  home  care  which  did  not  attempt  to 
study  separately  the  various  providers  of  care,  but  did  address  cost  effectiveness  of 
home  care.  Many  of  these  studies  were  conducted  in  Britain,  Canada,  France  or 
Germany,  rather  than  in  the  United  States.    Table  1  in  Appendix  III  of  this  report 
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presents  a  synopsis  of  some  of  the  major  research  conducted  in  the  area  of  in-home 
respiratory  therapy.  The  date,  sample  size,  general  conclusions  and  weaknesses  of 
the  research  are  provided.  Generally,  much  of  the  research  consists  of  small  pre- 
and  post-intervention  studies  without  control  or  comparison  groups.  This  type  of 
design  limits  the  internal  validity  of  the  research;  that  is,  it  is  impossible  to  know 
whether  or  not  changes  were  caused  by  the  intervention  rather  than  some  other 
cause  in  the  environment.  Furthermore,  since  many  of  the  studies  were  conducted 
outside  the  U.S.  and/or  with  selected  population  groups,  the  generalizability  of  the 
findings  is  also  questionable. 

Because  of  the  above  serious  limitations,  one  must  be  cautious  when  attempting  to 
draw  general  conclusions  based  on  these  studies'  results.  However,  the  evidence 
indicates  that  respiratory  home  care  of  various  types  (most  of  which  is  now 
covered  by  Medicare)  can  reduce  hospitalization  and  decrease  the  costs  of  caring 
for  certain  respiratory  patients. ^  Some  recent  small  studies  of  the  use  of 
ventilators  in  the  home  for  respirator-dependent  patients  concluded  that  home 
placement  of  these  patients  was  considerably  less  expensive  and  appeared  to  be 
just  as  effective  as  caring  for  them  in  a  hospital  setting. 27 

Supporters  of  the  expansion  of  Medicare  coverage  to  include  per  visit 
reimbursement  for  respiratory  therapists  have  suggested  that  this  coverage  can 
result  in  substantial  cost  savings  to  the  Medicare  program.  The  above  studies  did 
not  measure  cost  effectiveness  of  respiratory  therapists  but  only  of  home 
respiratory  care.  Two  small  experiments  are  frequently  cited  as  providing 
evidence  that  there  might  be  reductions  in  the  need  for  hospital  care  associated 
with  increased  home  care  delivered  by  respiratory  therapists. 
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One  such  program  was  operated  by  the  South  Hills  Health  System  Home  Health 
Agency  in  Pennsylvania. 28  This  was  a  study  of  613  patients  served  in  the  home  by 
respiratory  therapists  between  December  1,  1978  and  December  31,  1980.  Chronic 
obstructive  pulmonary  disease  (COPD)  patients  in  the  South  Hills  study  averaged 
1.28  admissions  to  the  hospital  per  year  with  an  average  length  of  stay  of  13.3  days 
prior  to  admission  to  the  project.  After  the  home  respiratory  therapist  care  was 
provided,  these  patients  had  .55  admissions  with  an  average  length  of  stay  of  4.1 
days.  According  to  the  National  Center  for  Health  Statistics,  the  patient  with 
COPD  experiences  an  average  of  two  hospital  admissions  per  year  with  an  average 
length  of  stay  of  18.3  days. 29  The  results  of  the  South  Hills  study  of  613  patients 
indicate  that  $500,868  was  saved  through  this  program  by  reducing  the  number  of 
hospital  days. 

Another  study  conducted  at  Loma  Linda  University  Medical  Center 30  evaluated  a 
program  which  included  home  respiratory  therapist  care.  This  study  followed  80 
respiratory  patients  for  a  five  year  period.  The  program  involved  initial  inhospital 
or  outpatient  hospital  pulmonary  rehabilitation.  At  home,  patients  received 
regular  visits  from  respiratory  therapists  and  nursing  personnel.  Patients  in  this 
study  reduced  their  hospital  days  from  17.4  days  per  patient  per  year  preceding  the 
study  to  7.8  days  per  patient  in  the  year  following  institution  of  the  program. 
After  five  years  in  the  program,  the  average  number  of  hospital  days  was  3.26  per 
patient  per  year.  The  average  cost  per  patient  before  the  program  began  was 
approximately  $4,000  per  year.  After  five  years  of  participation,  this  cost  dropped 
to   approximately   $700  per   year.     Prior  to  institution  of  the  program,  the 
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hospitalization  costs  for  all  patients  in  the  study  amounted  to  $300,000  per  year. 
In  the  five  years  of  the  home  care  study,  the  total  cost  of  hospitalization  was 
approximately  $56,000. 

Both  of  the  above  model  clinical  programs  involved  careful  patient  selection,  a 
comprehensive  and  coordinated  system  of  care  including  follow-up  treatments,  and 
a  dedication  to  the  prevention  and  treatment  of  serious  respiratory  problems.  It  is 
difficult  to  tell  whether  or  not  these  aspects  of  the  programs  alone,  without  the 
presence  of  respiratory  therapists,  would  have  achieved  the  reported  cost  savings. 
The  evaluations  of  these  programs  did  not  attempt  to  scientifically  compare  the 
results  obtained  using  respiratory  therapists  to  those  using  nurses  .  There  were  no 
control  groups  used  in  either  study.  It  is  not  possible,  therefore,  to  draw 
conclusions  about  the  cost  effects  of  coverage  for  home  respiratory  therapist  care 
through  HHAs  from  these  small  scale  studies. 

Despite  the  lack  of  scientific  research  demonstrating  cost-savings  from  respiratory 
therapists'  services,  the  Federal  Register  respondents  provided  substantial 
anecdotal  evidence  of  cost  savings  for  some  patients.  Many  respondents  felt  that 
the  cycle  of  frequent  re-admissions  to  the  hospital  of  chronic  lung  patients  could 
be  broken  if  cost  per  visit  reimbursement  of  respiratory  therapists'  home  visits  was 
available. 

B.  Summary 

The  review  of  general  research  on  home  respiratory  therapy  provides  evidence  that 
the  provision  of  some  home  respiratory  care  can  have  the  effect  of  decreasing 
hospitalization  and  reducing  costs  of  care.    Home  ventilator  care  for  selected 

34 


patients  appears  to  be  considerably  less  expensive  than  hospital  care.  While  many 
of  these  studies  are  flawed  by  lack  of  control  groups  and  limited  generalizability  of 
the  results,  it  may  be  reasonable  to  assume  that  some  decrease  in  hospitalization  is 
likely  through  the  provision  of  these  respiratory  services  in  the  home. 

The  limited  amount  of  available  evidence  based  on  studies  involving  respiratory 
therapists  in  the  home  does  not  make  a  strong  case  for  expansion  of  Medicare 
coverage  to  include  cost  per  visit  reimbursement.  The  two  studies  which  do 
attempt  to  assess  the  specific  effects  of  respiratory  therapists*  home  care  had 
serious  methodological  shortcomings  such  as  the  absence  of  control  groups,  and  a 
failure  to  examine  which  specific  elements  of  their  programs  were  most  strongly 
related  to  positive  outcomes.  Further,  they  attempted  to  evaluate  this  care  as 
part  of  model  treatment  programs  with  careful  patient  selection  and  supervision 
which  are  very  different  from  care  most  Medicare  beneficiaries  would  have 
available  to  them.  As  we  have  stated  throughout  this  report,  the  targeting  of 
patients  required  to  assure  cost  effectiveness  of  respiratory  therapist  care  would 
be  very  difficult  to  implement  on  a  national  basis  in  the  Medicare  program.  For 
these  reasons,  it  is  very  doubtful  that  these  studies'  highly  successful  results  would 
be  obtained  if  Medicare  coverage  were  expanded. 

Medicare  beneficiaries  already  have  coverage  of  the  durable  medical  equipment 
(including  oxygen,  IPPB  machines,  concentrators,  ventilators,  etc.)  that  has  been 
shown  to  keep  certain  patients  in  the  home  and  help  others  avoid  re- 
hospitalization.  These  machines  are  being  provided  through  the  durable  medical 
equipment  providers,  some  of  whom  use  respiratory  therapists,  and  all  of  whom 
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are  expected  to  train  patients  in  the  proper  use  and  care  of  the  equipment.  In 
addition,  many  of  the  patients  selected  for  home  respiratory  care  received  training 
from  respiratory  therapists  in  the  hospital  and/or  are  being  served  by  home  health 
agency  nurses,  or,  under  certain  circumstances,  by  HHA  respiratory  therapists.  All 
should  be  under  physician  supervision.  There  is  little  evidence  to  suggest  that 
reimbursing  for  respiratory  therapists'  home  visits  on  a  cost  per  visit  basis  would 
result  in  reduced  hospital  stays  for  respiratory  patients. 
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Chapter  5 

AN  EVALUATION  OF  THE  CURRENT  SYSTEM 
FOR  PROVIDING  RESPIRATORY  CARE 

The  delivery  of  adequate,  high  quality  respiratory  therapy  in  the  hospital  and  home 
settings  depends  upon  the  activities  of  numerous  providers  of  care  (hospital 
respiratory  therapists,  physicians,  suppliers  of  respiratory  equipment,  and  nurses). 
Using  the  literature  and  responses  to  our  Federal  Register  announcement,  this 
chapter  presents  information  which  evaluates  some  aspects  of  the  provision  of 
respiratory  care,  and  discusses  steps  which  have  been,  or  will  be,  taken  to  address 
some  of  the  problems  which  have  arisen.  Many  of  these  problems  are  primarily  the 
result  of  the  lack  of  coordination  among  the  various  providers.  It  is  notable  that 
many  of  the  remedies  proposed  can  be  accomplished  without  a  change  in  Medicare's 
home  respiratory  therapy  coverage. 

A.    Hospital  Respiratory  Therapy  Services 

Hospital  respiratory  care  has  been  the  focus  of  numerous  studies  because  it  may  be 
delivered  to  as  many  as  25  to  30  percent  of  all  patients, 3*  and,  consequently,  is 
very  costly.  A  1977  book  entitled  Respiratory  Care;  A  Guide  to  Clinical  Practice 
states  that  in  many  instances  hospital  respiratory  services  were  "ordered 
unnecessarily,  performed  unreliably,  and  interpreted  incorrectly,  at  considerable 
cost  to  the  patient."32  In  a  1980  Health  Care  Financing  Administration  (HCFA) 
Program  Validation  Study,33  respiratory  therapy  services  provided  to  Medicare 
beneficiaries  by  hospitals  were  examined.  This  study  found  the  following  problems: 
(1)  some  services  were  medically  unnecessary,  (2)  some  medical  records  lacked 
written  physician  orders  for  care,  (3)  the  specificity  of  the  physician  orders  which 
did  exist  varied  considerably,  {k)  in  majority  of  the  charts  reviewed,  discrepancies 
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were  found  between  what  was  ordered  by  the  physician  and  what  the  respiratory 
therapist  listed  as  received  by  the  patient  —  included  here  were  differences  in  the 
number  and  frequency  of  treatments,  (5)  in  several  instances  therapy  was  continued 
without  specific  re-ordering  of  treatment  by  the  physician,  (6)  in  a  large  number  of 
cases  the  respiratory  therapy  staff  failed  to  document  the  services  rendered  and  in 
other  cases  this  documentation  was  inconsistent  with  other  medical  record  entries, 
and  (7)  in  some  cases  where  patients  were  receiving  appropriate  therapy,  they 
received  it  for  an  inappropriate  (too  long)  period  of  time.  This  study  also 
specifically  mentioned  that  there  was  billing  for  services  which  was  not 
documented. 

In  a  study-^  conducted  in  1980-1981  by  Professional  Standards  Review 
Organizations  (PSROs)  of  502  hospitals,  intermittent  positive  pressure  breathing 
(IPPB)  usage  was  analyzed.  This  study  found  that  58%  of  the  study  group  (21,477) 
did  not  meet  the  rather  liberal  criteria  this  study  used  to  indicate  the  need  for 
IPPB.  A  number  of  studies,  including  a  recently  concluded  National  Institutes  of 
Health  collaborative  study, 35  questioned  IPPB's  effectiveness  relative  to  other 
procedures.  Due  to  the  acceptance  of  these  results  by  the  scientific  community, 
IPPB  is  now  an  acceptable  treatment  modality  only  in  very  limited  cases. ^ 
However,  this  mode  of  treatment  was  over -utilized  for  a  number  of  years  during 
the  period  when  its  value  was  questionable. ^7 

The  respiratory  therapy  profession  and  pulmonary  specialists  have  made  efforts  in 
the  past  few  years  to  eliminate  the  above  problems. ^  Two  recent  GAO  studies 
which  examined  hospital  respiratory  care  found  that  only  6.1%  and  4.8%  of  the 
charges  for  respiratory  therapy  services  were  medically  unnecessary. 39  Major 
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insurers,  including  Medicare  and  Blue  Cross/Blue  Shield,  have  taken  steps  to  curb 
unnecessary  utilization. 

To  accomplish  the  goal  of  paying  only  for  medically  reasonable  and  necessary 
services  while  maintaining  quality  medical  care,  HCFA  issued  revised  respiratory 
therapy  coverage  guidelines  in  June  1981.  These  guidelines  appear  in  the  Hospital, 
Skilled  Nursing  Facility  and  Part  A  Intermediary  Manuals  and  establish  criteria  for 
reviewing  requests  for  reimbursement  for  various  respiratory  therapy  services. 
These  guidelines  were  developed  by  soliciting  professional  input  and  suggestions 
from  representatives  of  a  number  of  major  organizations  concerned  with  the 
provision  of  respiratory  care,  e.g.,  the  American  Thoracic  Society,  the  National 
Association  of  Medical  Directors  of  Respiratory  Care,  the  American  Society  of 
Anesthesiologists,  the  American  Association  for  Respiratory  Therapy,  the 
American  Physical  Therapy  Association,  the  American  Hospital  Association,  the 
American  College  of  Chest  Physicians,  the  American  Lung  Association  and  others. 

In  order  for  respiratory  therapy  to  be  covered,  the  guidelines  require  that 
intermediaries  assure  themselves  that  such  services  are  (1)  consistent  with  the 
nature  and  severity  of  the  individual's  complaints  and  diagnosis,  (2)  reasonable  in 
terms  of  modality,  amount,  frequency  and  duration  of  the  treatments,  and  (3) 
generally  accepted  by  the  professional  medical  community  as  being  safe  and 
effective  treatment  for  the  purpose  used.  In  addition,  throughout  the  guidelines, 
intermediaries  are  instructed  to  obtain  documentation  in  cases  where  the  medical 
necessity  for  the  therapy  is  questionable.  The  guidelines  also  require  the  physician 
to  document  the  medical  necessity  for  specific  services. 
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Partly  to  eliminate  widespread  unnecessary  utilization  of  certain  respiratory 
therapy  services,  and  to  cut  excessive  costs  for  this  care,  the  Blue  Cross  and  Blue 
Shield  Association  has  recently  taken  steps  to  establish  and  test  "definitive 
criteria"  for  utilization  of  some  common  respiratory  therapies  including  IPPB, 
incentive  spirometry,  arterial  blood  gas  analysis,  postural  drainage,  aerosol 
therapy,  pulmonary  function  tests,  and  oxygen  therapy.  These  guidelines,  which 
were  developed  after  soliciting  the  opinions  of  numerous  professionals  about  the 
medical  efficacy  and  cost  effectiveness  of  several  treatment  modalities,  were 
approved  by  the  association's  board  of  directors  and  have  the  endorsement  of  the 
American  College  of  Physicians,  the  American  College  of  Surgeons  and  the 
American  Academy  of  Pediatrics.  They  are  part  of  a  program  begun  in  late  1982 
to  educate  providers  about  the  appropriate  use  of  respiratory  therapy  services. 
After  this  project  is  completed  this  Association  may  begin  denying  payment  for 
services  which  do  not  fit  into  the  established  criteria. 

Another  problem  in  the  delivery  of  care  to  respiratory  patients  in  the  hospital  has 
been  the  extent  of  preparation  for  home  care  given  respiratory  patients  prior  to 
discharge.  The  Professional  Standards  Review  Organization  Program  brought 
together  a  panel  of  experts  to  develop  guidelines  for  adequate  training  of  patients 
and  their  families  in  management  of  their  respiratory  conditions  after  discharge. 
If  more  hospitals  stressed  the  importance  of  meeting  these  guidelines,  some 
patients  would  be  better  prepared  for  their  home  respiratory  care  and  would  need 
less  professional  help  in  the  home.  Respiratory  patients  who  are  ill-prepared  for 
their  discharge  may  need  more  home  care  to  prevent  frequent  re-admissions  to  the 
hospital.  The  efforts  that  some  programs  serving  ventilator-dependent  patients 
have  made  to  provide  comprehensive  respiratory  training  prior  to  discharge  are 
discussed  later  in  this  chapter. 


In  the  future  certain  changes  in  the  situation  described  in  this  chapter  may  occur 
as  a  result  of  the  elimination  of  the  three-day  prior  hospitalization  requirement  for 
the  receipt  of  Part  A  HHA  services.  Some  respiratory  patients  will  be  directly 
referred  to  HHAs  for  care  and  will  receive  no  instruction  from  hospital  respiratory 
therapists.  This  will  increase  their  need  to  rely  on  other  parts  of  the  system  for  all 
of  the  respiratory  care  that  they  will  need.  In  particular,  some  patients  will  need 
to  rely  more  heavily  on  their  physicians'  instruction  and  guidance,  and  the  suppliers 
of  their  respiratory  equipment,  and  on  HHA  staff.  However,  the  types  of  patients 
most  likely  to  need  specialized  home  care  are  also  most  likely  to  have  been  so 
severely  ill  that  one  or  more  recent  hospitalizations  had  been  required.  Therefore, 
we  expect  that  few  respiratory  patients  will  need  more  specialized  HHA  care, 
which  can  only  be  provided  by  respiratory  therapists,  as  a  result  of  this  change. 

Another  problem  has  been  that  hospitals  and  physicians  have  not  always  considered 
it  their  responsibility  to  arrange  for  adequate  follow-up  services  to  respiratory 
patients  after  their  discharge.  These  patients  could  be  referred  to  home  health 
agencies  or  to  durable  medical  equipment  suppliers.  In  some  cases  the  hospitals  or 
physicians  may  not  be  aware  of  the  fact  that  Medicare  will  cover  home  respiratory 
care  under  home  health  care  benefits  if  patients  qualify  for  this  care.  They  may 
also  be  unfamiliar  with  information  about  how  well-equipped  various  durable 
medical  equipment  suppliers  are  to  provide  high  quality  respiratory  care  to  their 
patients  along  with  prescribed  supplies  or  equipment.  Lack  of  the  appropriate 
follow-up  care  frequently  may  lead  to  unnecessary  re-admissions  to  the  hospital. 

The  problem  of  locating,  coordinating,  and  arranging  payment  for  appropriate 
follow-up  care  is  not  limited  to  respiratory  patients.  HCFA  has  supported  in  the 
past,  and  will  continue  to  support,  demonstration  projects  designed  to  test  various 
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methods  of  arranging  for  and  managing  the  care  of  Medicare  and  Medicaid  patients 
with  chronic  or  disabling  conditions  of  all  types.  These  programs  are  designed  to 
promote  patients'  optimal  functional  capacity  and  to  avoid  premature 
institutionalization.  The  different  methods  of  case  management  help  to  make  up 
for  deficiencies  in  the  current  referral  system.  Respiratory  patients  will  be  among 
those  likely  to  benefit  from  the  adoption  of  case  management  or  "channeling 
agency"  systems  in  the  future. 

B.    Physician  Supervision 

In  the  preceding  section  we  mentioned  that  some  physicians  do  not  consider  it  their 
responsibility  to  arrange  for  adequate  follow-up  care  for  their  respiratory  patients. 
In  addition,  physicians  may  refer  patients  to  suppliers  of  respiratory  equipment 
without  having  specific  information  about  the  quality  of  care  provided  by  these 
companies  and  without  sufficient  guidance  as  to  the  type  of  equipment  or  care  that 
is  needed.  In  recent  years,  to  address  part  of  this  problem,  the  Medicare  program 
began  to  require  specific  dosage  information  from  physicians  when  oxygen  is 
prescribed.  While  this  measure  may  have  helped  curb  the  problem  to  a  certain 
extent,  it  is  still  too  frequently  the  case  that  suppliers  of  respiratory  equipment 
operate  too  independently  of  the  physician  in  this  and  other  patient  care  matters. 
The  Health  Care  Financing  Administration  conducted  a  study^^  that  found,  in  most 
cases,  physicians  were  not  involved  in  the  decision  as  to  which  type  of  oxygen 
equipment  should  be  used,  and,  in  fact,  could  not  specify  that  information  for  their 
patients.  Few  physicians  provided  instructions  to  the  suppliers  about  the  quantity 
of  oxygen  needed.  When  physicians  were  shown  their  patients'  authorization  forms, 
they  frequently  found  the  oxygen  requirement  to  be  inflated  beyond  the  needs  of 
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the  patients.  The  basic  problem  was  that  "in  most  cases  the  physicians  admitted 
that  they  did  not  review  the  authorization  forms  but  just  signed  them."  Two 
reasons  given  for  this  practice  were  that  they  were  too  busy,  or  that  they  were  not 
knowledgeable  of  the  various  methods  of  delivering  oxygen. 

For  the  past  few  years,  HCFA  has  been  assessing  policy  changes  which  might 
eliminate  some  of  these  problems.  In  some  cases,  Medicare  carriers  have  begun 
programs  to  scrutinize  more  closely  claims  for  respiratory  supplies  and  equipment 
to  identify  cases  where  physician  orders  appear  to  be  inappropriate.  Research  has 
also  examined  the  practices  of  certain  durable  medical  equipment  suppliers. ^ * 
Where  questionable  practices  were  observed,  physicians  were  contacted  to  alert 
them  to  the  problem.  Additional  study  in  this  area  may  reveal  a  need  for  an 
educational  campaign  for  physicians  to  encourage  them  to  supervise  the  care  given 
to  their  respiratory  patients  by  medical  suppliers.  Physicians  would  probably  be 
most  receptive  to  change  if  such  a  campaign  were  conducted  by  their  professional 
associations. 

C.    Durable  Medical  Equipment  Suppliers 

Our  review  of  the  responses  to  the  Federal  Register  announcement  revealed  that 
oxygen  suppliers  vary  considerably  in  the  extensiveness  and  quality  of  care  that 
they  deliver.  The  most  frequently  mentioned  problems  were  (1)  inappropriate 
recommendations  for  equipment  or  dosage,  or  substitutions  for  what  the  doctor 
ordered,  (2)  delivery  of  equipment  with  little  or  no  instruction,  (3)  inadequately 
trained  staff,  including  uncertified  respiratory  therapists,  (4)  conflict  of  interest 
between  the  interests  of  the  company  and  appropriate  patient  care,  (5)  emphasis  on 
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equipment  rather  than  patient,  and  (6)  inability  to  assess  the  patient's  respiratory 
care  needs  in  relation  to  overall  medical  condition.  Some  respondents  felt  that 
these  companies  receive  too  little  guidance  by  physicians. 

DME  suppliers  blame  some  of  the  problems  on  Medicare's  current  payment  system 
which  does  not  allow  separate  cost  per  visit  reimbursement  for  respiratory 
therapists.  The  suppliers  say  that  if  they  hire  staff  to  train  and  monitor  patients, 
it  must  be  included  in  the  price  of  the  equipment  or  charged  directly  to  the 
patient.  Adding  to  the  equipment  price,  they  say,  would  make  them  uncompetitive. 

One  of  the  problems  with  analyzing  the  care  delivered  to  respiratory  patients  by 
various  DME  suppliers  is  that  very  little  data  exist  identifying  the  number  and 
types  of  patients  treated,  the  equipment  and/or  care  that  is  prescribed,  and  the 
costs  and  outcomes  of  this  care. 

D.    Provision  of  Home  Respiratory  Therapy  by  Nurses 

Nurses  vary  considerably  in  their  background  and  training  in  respiratory  therapy. 
Unless  they  have  special  training  or  experience,  nurses  may  not  have  the  in-depth, 
current  knowledge  needed  to  treat  seriously  ill  respiratory  patients.  This  is 
particularly  the  case  when  the  patient  needs  complex  respiratory  equipment,  e.g. 
ventilators  or  some  of  the  newer  complex  oxygen  delivery  systems. 

Our  Federal  Register  respondents  presented  specific  suggestions  for  addressing  this 
problem.  Most  came  from  home  health  agencies  who  have  found  ways  to  deliver 
high  quality  respiratory  home  care  within  the  current  system.  Most  related  to 
specific  ways  of  helping  nurses  to  be  more  prepared  to  deliver  the  respiratory  care 
that  is  needed  by  home  health  care  clients. 


A  nurse  from  one  of  the  Visiting  Nurse  Association  agencies  wrote  that  the 
cheapest,  most  effective  way  to  improve  the  quality  of  home  respiratory  care 
would  be  for  home  health  agencies  to  develop  a  closer  liaison  with  local  hospital 
respiratory  therapy  departments.  Development  of  such  a  close  working 
relationship  could,  first  of  all,  ensure  a  continuity  between  the  instructions 
patients  receive  in  the  hospital  and  those  received  from  the  nurse  after  discharge. 
(Conceivably  hospital  respiratory  therapy  departments  might  also  play  a  major  role 
in  alerting  hospital  discharge  planners  when  formal  home  health  care  should  be 
arranged  for  specified  patients.)  The  hospital  respiratory  therapy  department 
could  be  encouraged  to  provide  training  to  update  those  nurses  selected  to  serve 
respiratory  patients.  This  training  could  emphasize  respiratory  diseases  and  the 
latest  respiratory  procedures  and  equipment.  One  respondent  described  such  a 
training  session  for  HHA  nurses  which  covered  essential  information  in  twelve 
hours  of  lectures.  Topics  considered  important  for  discussion  include  respiratory 
anatomy  and  pathophysiology,  pulmonary  and  cardiac  assessment,  respiratory 
rehabilitation  techniques,  the  usual  management  of  chronic  lung  diseases  including 
medication  and  oxygen  systems  and  equipment,  and  preventive  measures.  The  level 
of  detail  required  in  this  training  would  vary  according  to  the  types  of  respiratory 
patients  the  home  health  agency  planned  to  serve. 

Other  respondents  emphasized  that  home  health  agencies  need  select  only  one 
nurse  from  their  staffs  to  attend  such  training  sessions.  That  individual  would  be 
responsible  for  all  respiratory  patients  referred  to  the  agency.  Several  home 
health  agencies  could  arrange  for  this  training  at  the  same  time  so  that  the  cost  to 
each  would  be  low.  Where  in-person  training  is  impossible,  a  training  manual,  and 
time  to  study  it,  could  be  provided  to  designated  staff.  It  was  felt  that  the  cost  to 
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the  home  health  agencies  would  in  some  cases  be  covered  by  Medicare.  In  other 
cases,  the  increased  number  of  referrals  of  respiratory  patients  from  hospitals 
(which  would  now  know  about  HHA  staff  with  specific  respiratory  training)  would 
offset  the  costs. 

It  should  be  noted  that  support  for  the  above  suggestions  is  contained  in  the 
medical  literature  which  describes  approaches  used  in  the  delivery  of  specialized 
home  care  to  patients  receiving  mechanical  ventilation.  Some  of  these  approaches 
will  be  described  briefly  because  they  are  examples  of  the  types  of  programs  which 
can  be  implemented  under  current  Medicare  coverage. 

An  article  by  Dunkin^  describes  a  program  in  which  the  nursing  staff  from  the 
hospital  continues  to  play  a  role  in  the  care  of  patients  after  they  are  discharged. 
The  patient's  family  is  trained  while  the  patient  is  in  the  intensive  care  unit  and, 
after  discharge,  the  hospital  works  with  the  community  nursing  services.  This 
article  acknowledges  that  it  is  rare  for  a  hospital  to  play  this  role,  and  that  many 
lack  experience  in  this  area.  However,  it  recommends  that  at  least  one  hospital  in 
each  region  be  in  a  position  to  offer  home  respiratory  care  in  view  of  the  expanding 
need  in  this  area. 

Articles  reporting  on  hospital  preparation  of  patients  for  home  ventilator  care 
discuss  the  intensive  training  which  is  conducted  prior  to  patient  discharge.  One 
program^  discussed  a  teaching  period  of  24  to  48  hours  for  persons  to  learn  first- 
hand what  is  involved  in  caring  for  someone  on  a  ventilator.  Family  members, 
during  the  inhospital  training,  received  progressively  decreasing  guidance  from 
hospital    staff.    A    resource    booklet    containing    written    instructions  was 
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also  given  to  the  patient  and  family.  In  another  program, ^  family  members  were 
taught  tracheostomy  care,  ventilator  care,  and  trouble  shooting  so  that  the 
technical  assessment  of  equipment  function  would  be  necessary  only  monthly  and 
would  be  done  by  the  equipment  suppliers.  A  respiratory  therapist  was  employed 
by  the  hospital  and  devoted  full  time  to  working  with  home  care  patients. 

Feldman  and  Tuteur^  described  a  program  which  included  special  hospital  and 
home  training  sessions,  not  just  for  the  patient  and  family,  but  also  for  the  nursing 
staff  to  prepare  them  to  meet  specialized  respiratory  care  needs.  Several 
instructional  methods  were  used  including  verbal,  written,  demonstration,  and 
return  demonstration  in  order  to  teach  and  evaluate  necessary  skills.  This  program 
developed  a  comprehensive  list  of  items  taught  prior  to  hospital  discharge.  The 
pulmonary  physician  and  pulmonary  nurse  specialist  coordinated  the  discharge  plan 
with  the  aid  of  hospital  nursing  staff,  a  respiratory  therapist  and  a  social  worker. 
Another  article^  reported  that  "the  more  comprehensive  and  coordinated  planning 
that  occurs  before  discharge,  the  fewer  problems  there  are  at  home." 

The  follow-up  care  for  ventilator  patients  in  the  home  is  also  described  in  the 
literature.  A  pulmonary  rehabilitation  team,  consisting  of  a  physician,  nurses,  and 
respiratory  therapists,  was  frequently  utilized.  One  program,  described  in  an 
article  by  Sivak  et  al.^7  used  periodic  home  visits  by  physicians  if  the  patient  could 
not  come  to  the  outpatient  department  of  the  hospital.  In  the  first  year  these 
visits  were  once  every  three  to  six  months;  afterwards  they  were  once  a  year. 
Monitoring  of  the  patient's  vital  signs  was  the  role  of  visiting  nurses.  Respiratory 
therapists  instructed  the  patients  in  ventilator  management  and  initially  visited  the 
home.  Thereafter  telephone  contact  was  maintained  on  a  monthly  basis  by  the 
home  care  respiratory  therapist. 
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In  another  home  ventilator  care  program, 4a  nurses  visited  the  ventilator  patient 
several  times  a  week  in  the  early  stages  and  weekly  later  on.  The  nurse  assessed 
the  patient's  condition  and  discussed  any  complications  and  problems  with  the 
physician,  the  respiratory  therapist,  and  any  other  relevant  member  of  the  team 
(e.g.  psychologists  or  social  workers,  dietitians,  suppliers,  physical  therapists,  or 
occupational  therapists).  The  respiratory  therapist  was  utilized  primarily  in  the 
early  stages  for  family  instruction  and  later  in  the  follow-up  to  be  sure  that  the 
equipment  was  cleaned  and  operated  properly.  In  this  study  (as  is  frequently  the 
case)  the  respiratory  therapist  or  equipment  supplier  had  to  be  available  on  a 
twenty-four  hour  basis. 

Fischer1^  reported  on  a  system  in  which  initially  pulmonary  nurses,  and  later  the 
visiting  nurse  association,  provided  follow-up  home  care.  Outpatient  department 
visits  were  included  in  this  program.  Patients  telephoned  the  hospital  respiratory 
care  staff  with  questions. 

The  above  studies  all  indicate  the  types  of  approaches  to  the  delivery  of 
specialized,  comprehensive  respiratory  care  which  could  be  fully  supported  under 
existing  Medicare  coverage.  Nurses  were  given  primary  responsibility  for  home 
visits  under  the  direction  of  physicians  and  with  the  back-up  support  of  respiratory 
therapists.  The  roles  described  for  respiratory  therapists,  e.g.  conducting 
comprehensive  training  programs  in  the  hospital  prior  to  patient  discharge,  making 
initial  home  visits,  serving  as  consultants  to  the  nurses,  ensuring  the  proper 
maintenance  and  functioning  of  equipment,  can,  in  many  cases,  all  be  paid  for 
under  current  Medicare  coverage. 
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E.  Summary 

The  above  discussion  of  some  major  aspects  of  the  provision  of  respiratory  care 
lends  insight  into  some  of  the  reasons  why  respiratory  patients  do  not  always 
receive  adequate,  high  quality  care.  A  Medicare  coverage  expansion  to  include 
home  respiratory  therapists'  services  on  a  per  visit  basis  has  been  proposed  as  the 
answer  to  meeting  the  needs  of  patients  for  home  respiratory  care.  One  can  see 
from  this  chapter  that  a  coverage  expansion  is  not  the  only  possible  way  to  improve 
the  provision  of  respiratory  care  to  those  in  need.  We  discussed  a  number  of  steps 
which  have  been  taken  to  improve  the  present  system  which  did  not  involve 
coverage  expansion  including  revised  Medicare  respiratory  therapy  coverage 
guidelines  and  utilization  review,  the  development  of  hospital  guidelines  describing 
the  training  that  respiratory  patients  and  their  families  should  have  prior  to 
discharge,  experimentation  with  channeling  agencies,  innovative  training  programs 
for  nurses  sponsored  by  HHAs  to  provide  additional  knowledge  about  respiratory 
care,  and  team  approaches  to  the  preparation  for  and  delivery  of  respiratory  care 
to  home  ventilator  patients.  The  next  chapter  will  discuss  the  possible  advantages 
and  disadvantages  of  a  coverage  expansion  in  terms  of  its  effects  on  access,  cost 
and  quality. 
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Chapter  6 

ARGUMENTS  IN  FAVOR  OF  AND  AGAINST  RETAINING  CURRENT 


MEDICARE  COVERAGE  OF  HOME  RESPIRATORY  THERAPY  CARE 


In  the  preceding  chapters  we  discussed  the  current  system  of  providing  respiratory 
care,  and  suggested  improvements  in  the  system  which  did  not  involve  changes  in 
Medicare  coverage.  Deficiencies  in  current  coverage  may  also  be  responsible  for 
some  share  of  the  problems  in  the  provision  of  home  respiratory  care.  This  chapter 
will  summarize  the  arguments  in  favor  of  and  against  retaining  current  coverage. 
The  advantages  and  disadvantages  of  current  coverage  are  discussed  along  with  the 
possible  effects  of  a  coverage  expansion  on  costs  and  quality  of  care.  These 
arguments  were  derived  from  responses  to  our  request  for  comments  in  the  Federal 
Register,  from  our  review  of  the  literature,  and  from  the  findings  presented 
previously  in  this  report. 

A.    Adequacy  of  Present  System 

Present  Payment  System  Adequate  -  A  review  of  the  evidence  presented  in  the 
preceding  chapters  of  this  report  suggests  that  the  current  system  of  payment  for 
home  respiratory  therapy  care  is  adequate.  Patients  with  respiratory  illness 
serious  enough  to  warrant  hospitalization  should  receive  instructions  from 
respiratory  therapists  while  they  are  in  the  hospital,  and  at  least  further  written 
instructions  from  suppliers  if  they  have  equipment  in  the  home.  All  should  receive 
instruction  from  their  physicians.  This,  along  with  cost  per  visit  reimbursement  for 
nurse  home  health  care,  would  be  adequate  for  most  respiratory  patients.  For 
those  cases  where  more  specialized  treatment  might  be  necessary,  the  opportunity 
exists    for    home    health    agencies    to    employ    respiratory    therapists  to 
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provide  consultation  or  training  to  nurses  and,  in  cases  where  it  assists  in  the 
overall  operation  of  the  program,  to  arrange  for  respiratory  therapist  home  visits. 
In  most  cases,  the  respiratory  therapists'  salaries  can  be  included  in  computing  the 
agency's  reimbursable  costs.  Therefore,  except  in  those  cases  where  the  HHA  is  at 
or  above  its  cost  limits,  comprehensive  home  respiratory  care  is  now  covered  under 
Medicare.  Problems  in  the  current  system  often  are  not  a  result  of  limitations  in 
Medicare  coverage,  but  of  the  problems,  frequently  involving  lack  of  coordination 
among  various  providers  of  care,  discussed  in  Chapter  5. 

Present  Payment  System  Inadequate  -  Many  home  health  agencies  argue  that  the 
present  system  of  paying  for  the  costs  of  consulting  respiratory  therapists  under 
the  agency's  administrative  costs  is  inadequate.  In  certain  cases  the  cost  caps 
make  this  mechanism  for  enlisting  the  assistance  of  respiratory  therapists 
impossible.  Some  agencies  indicated  that,  if  this  mechanism  is  used,  some  of  the 
expense  must  be  passed  along  to  non-Medicare  patients  in  the  form  of  higher  rates. 
This  payment  system  was  seen  by  some  as  inhibiting  Medicare  patients'  access  to 
care  because  it  leads  to  home  health  agencies'  unwillingness  to  employ  respiratory 
therapists  or  to  serve  respiratory  patients. 

B.     Effects  on  Costs 

Respiratory  Therapists'  Per  Visit  Coverage  Would  Increase  Medicare  Costs  -  As  is 

indicated  in  Chapter  4,  there  is  little  evidence  to  support  the  contention  that 

overall  health  care  costs  would  decrease  if  home  health  per  visit  reimbursement 

were  expanded  to  include  respiratory  therapists.  It  is  questionable  to  assume  that 

hospital  costs  would  be  cut  due  to  expanded  provision  of  care  in  the  home.  For  this 
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to  occur,  respiratory  therapist  services  would  have  to  be  limited  to  those  who 
would  be  hospitalized  if  they  did  not  receive  this  care.  It  would  be  extremely 
difficult  to  identify  all  of  these  patients.  Without  this  targeting,  the  possibility 
exists  that  patients  now  in  home  health  care,  and  receiving  adequate  treatment 
from  nurses,  would  be  given  respiratory  therapist  care  in  addition  to  the  care  they 
are  now  receiving.  It  is  conceivable  that  this  problem  might  be  partially  addressed 
by  restricting  coverage  to  some  specific  group,  e.g.  ventilator-dependent  patients. 

Although  data  on  the  costs  of  respiratory  therapist  home  visits  compared  to  nurse 
visits  are  scarce,  the  hourly  wages  and  salaries  of  respiratory  therapists  in 
hospitals  are  lower  than  nurses'.  If  respiratory  therapists'  home  visits  are  less 
expensive  than  nurses,  and  they  are  used  to  substitute  for  nurses,  Medicare  costs 
could  decrease.  However,  since  so  many  patients  needing  specialized  care  are 
often  also  in  need  of  skilled  nursing  care,  Medicare  costs  could  increase  because 
therapists'  care  could  very  possibly  be  an  add-on  rather  than  a  substitute  for 
current  care. 

The  Health  Care  Financing  Administration's  Office  of  the  Actuary  estimated  that 
expanding  Medicare  to  include  cost  per  visit  reimbursement  for  respiratory 
therapists'  home  care  would  cost  $65  million  in  fiscal  year  1986.  This  estimate 
assumed  that  the  need  for  respiratory  therapy  alone  would  not  qualify  an  individual 
for  receipt  of  home  health  care,  that  reimbursement  would  be  for  all  types  of 
respiratory  illnesses  and  that  approximately  10  visits  per  respiratory  patient  per 
year  would  be  covered  for  those  receiving  services. 
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Respiratory  Therapists'  Per  Visit  Coverage  Would  Decrease  Medicare  Costs  -  The 
HHAs  and  respiratory  therapists  who  favor  expanded  coverage  feel  that 
reimbursing  for  respiratory  therapists'  visits  to  the  home  would  prevent  admissions 
to  hospitals  and  shorten  those  hospital  stays  which  did  result.  For  these  reasons,  it 
is  argued,  this  expanded  coverage  would  decrease  overall  health  care  costs.  Very 
little  empirical  evidence  to  support  this  viewpoint  exists.  In  addition,  some  HHAs 
and  respiratory  therapists  believe  that  this  coverage  expansion  would  not  increase 
costs  because  the  respiratory  therapists'  visits  would  substitute  for  visits  now  being 
provided  by  nurses.  It  was  pointed  out,  however,  that  respiratory  therapists'  visits 
may  become  an  add-on  to  existing  services  and  that  it  would  be  difficult  to  target 
these  services  only  to  those  who  need  specialized  care.  Another  argument  for  cost 
effectiveness  advanced  by  the  American  Association  for  Respiratory  Therapy ^  is 
that  expanded  reimbursement  for  respiratory  therapists'  visits  would  decrease  the 
amount  of  costly  durable  medical  equipment  that  is  prescribed.  This  association 
contends,  but  presents  no  evidence,  that  physicians  now  prescribe  equipment  just  so 
that  someone  could  instruct  and  assess  the  patient.  (The  physicians  assume  that 
the  oxygen  equipment  suppliers  include  the  cost  of  these  services  in  the  cost  of  the 
equipment.)  Respiratory  therapists  feel  that  the  education,  assessment,  follow-up, 
and  instructions  to  family  members  they  would  provide  under  expanded  coverage 
would  markedly  reduce  the  need  for  equipment  as  well  as  reduce  hospitalization  of 
patients  who  were  re-admitted  due  to  problems  resulting  from  improper 
understanding  of  how  to  use  their  equipment.  Whether  this  would  actually  be  the 
case  is  not  known  since  no  research  has  examined  these  questions. 
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C.    Effects  on  Quality 

Respiratory  Therapists'  Per  Visit  Coverage  Is  Not  the  Best  Way  to  Improve  Quality 
of  Care  -  As  is  indicated  throughout  this  report,  many  of  the  problems  with  the 
quality  of  respiratory  care  which  do  exist  appear  to  be  unrelated  to  the  current 
method  of  payment  for  respiratory  therapists'  home  health  services.  These 
problems  are  primarily  the  result  of  lack  of  coordination  among  the  various 
providers  of  respiratory  care.  Although  the  case  could  be  made  that  an  expansion 
of  HHA  benefits  would  solve  some  of  the  quality  problems  in  the  system,  we  do  not 
feel  it  is  appropriate  to  try  to  compensate  for  the  shortcomings  in  this  fashion. 
Rather,  specific  improvements  in  the  problems  noted  throughout  this  report  are 
more  important  and  would,  in  many  cases,  improve  quality  of  care  both  for  HHA 
clients  and  those  patients  not  currently  served  by  HHAs.  This  report  suggests  that 
quality  of  respiratory  care  may  be  most  at  issue  in  the  case  of  patients,  with  or 
without  respiratory  equipment  in  the  home,  who  have  little  or  no  follow-up  to  their 
hospital  respiratory  care  after  discharge.  These  are  the  patients  who  are  not  even 
being  referred  to  home  health  agencies.  The  quality  of  care  for  this  group  would 
largely  be  unaffected  by  a  home  health  coverage  expansion  to  include  respiratory 
therapists'  reimbursement  on  a  cost  per  visit  basis.  Included  among  the  suggested 
improvements  are  training  or  instructions  given  to  nurses  by  respiratory  therapists. 
These  services  would  be  covered  by  Medicare  in  many  cases. 

Another  important  quality  of  care  issue  is  whether  or  not  home  care  delivered  by 

respiratory  therapists  could  be  appropriately  monitored.    There  are  several  reasons 

to  indicate  that  it  could  not  be.   First  of  all,  there  is  often  a  lack  of  agreement 

within  the  medical  profession  about  indications  for  using  various  therapies  and 

providers.      Previous    chapters    discussed    the    lack    of   evidence  illustrating 
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effectiveness  of  this  care  in  some  cases.  In  recent  years,  various  insurers  have 
developed  guidelines  or  standards  for  respiratory  care,  but  little  is  known  about  the 
degree  of  effectiveness  of  these  initial  efforts  in  terms  of  eliminating 
inappropriate  utilization. 

Respiratory  Therapists'  Per  Visit  Coverage  Is  the  Best  Way  to  Improve  Quality  of 
Care  -  The  HHAs  and  respiratory  therapists  advocating  expansion  of  coverage 
argue  that  nurses,  who  provide  most  home  respiratory  care  under  current  coverage, 
have  only  general  knowledge  of  respiratory  care  and  that  their  treatment  of 
patients  with  these  conditions  requires  them  to  operate  outside  of  their  specific 
areas  of  expertise.  However,  since  this  area  has  not  been  the  focus  of  any 
research,  we  do  not  know  whether  or  not  this  is  often  the  case.  They  further 
contend  that  advances  in  technology  make  respiratory  care  an  area  where  only 
specialists  are  qualified  to  provide  high  quality  care.  Home  health  agencies  may  be 
reluctant  to  accept  respiratory  patients  because  they  find  it  financially  impossible 
to  employ  respiratory  therapists  and  so  are  unable  to  provide  care  of  adequate 
quality.  (These  patients  may  then  be  kept  in  hospitals  for  lengthy  stays.) 

Just  as  some  HHAs  and  respiratory  therapists  argue  that  expanded  respiratory 
therapists'  coverage  would  decrease  the  costs  of  oxygen  equipment,  they  also 
assert  that  it  would  improve  the  quality  of  care  that  is  provided  by  the  oxygen 
suppliers.  It  is  believed  that  the  current  system  permits  unqualified  practitioners, 
employed  by  the  suppliers,  to  make  inappropriate  patient  care  decisions. 
Physicians  often  sign  blank  authorization  forms  which  they  trust  the  suppliers  to 
fill  in  appropriately.  This  practice  may  often  result  in  the  provision  of  too  much  or 
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inappropriate  equipment  with  little  or  no  patient  instruction.  Respiratory 
therapists  feel  their  greater  presence  in  the  home  would  act  as  a  quality  control  in 
this  situation  and  hence  would  help  eliminate  the  abuses  in  the  system.  It  is 
questionable,  however,  whether  a  coverage  expansion  is  the  best  way  to  address  the 
existing  shortcomings  in  the  delivery  of  respiratory  care. 

D.  Summary 

Drawing  upon  the  findings  presented  in  previous  chapters  of  this  report,  responses 
to  our  request  for  comments  in  the  Federal  Register,  and  our  review  of  the 
literature,  this  chapter  presented  the  advantages  and  disadvantages  of  expanding 
Medicare  coverage  of  home  health  respiratory  care.  In  general,  current  coverage 
appears  to  be  adequate  to  meet  the  needs  of  Medicare  beneficiaries.  A  coverage 
expansion  in  this  area  could  very  likely  lead  to  an  increase  in  Medicare  costs 
because  it  would  be  difficult  to  limit  this  care  to  those  in  need  of  specialized  care. 
There  is  a  lack  of  data  to  support  the  argument  that  paying  for  respiratory 
therapists'  home  visits  on  a  cost  per  visit  basis  would  result  in  cost  savings  because 
these  therapists  would  cut  down  on  unnecessary  or  prolonged  hospitalization.  This 
chapter  concludes  that  many  of  the  problems  with  the  quality  of  respiratory  care 
which  do  exist  appear  to  be  unrelated  to  the  current  method  of  payment  for 
respiratory  therapists'  services.  Improvements  other  than  a  coverage  expansion, 
e.g.,  training  courses  for  HHA  nurses,  could  provide  considerable  effects  on 
quality,  and  are  needed  at  this  time. 
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Chapter  7 
RECOMMENDATION 

This  report,  which  analyzed  the  circumstances  and  conditions  under  which  home 
respiratory  services  should  be  covered  under  the  Medicare  home  health  benefit, 
was  based  upon  information  gathered  from  home  health  agencies  and  from  the 
literature,  experts  in  the  respiratory  therapy  area,  and  professional  organizations. 
We  considered  the  need  for  these  services,  the  cost  and  utilization  of  this  care,  and 
quality  of  care  considerations.  As  a  result,  the  Department  recommends  that 
present  home  health  respiratory  coverage  be  retained. 

Present  coverage  includes,  under  Medicare's  home  health  benefit,  cost  per  visit 
reimbursement  for  respiratory  therapy  services  which  are  delivered  .by  nurses  or 
physical  therapists.  Home  visits  by  respiratory  therapists  are  not  covered  on  a  cost 
per  visit  basis  but  the  salaries  of  these  practitioners  may  be  included  in  computing 
the  agency's  reimbursable  costs  if  the  HHA  is  below  its  cost  limits.  HHAs, 
therefore,  may  retain  respiratory  therapists  as  consultants  to  advise  and  educate 
HHA  staff  who  make  home  visits  and,  in  cases  where  it  assists  in  the  overall 
operation  of  the  program,  respiratory  therapists  may  make  home  visits.  The  HHA 
can  then  include  an  allocated  portion  of  the  cost  of  providing  these  services  in 
their  Medicare  administrative  or  overhead  expenses.  Durable  medical  equipment 
and  supplies  are  also  included  in  current  Medicare  Part  B  coverage. 

This  recommendation  is  based  upon  several  considerations.  One  factor  was  that 
the  Department  felt  that  there  was  insufficient  evidence  indicating  that  a 
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substantial  number  of  Medicare  beneficiaries  needed  expanded  home  respiratory 
therapy  services.  We  concluded  that  most  respiratory  cases  could  be  adequately 
treated  by  home  health  agency  nurses.  The  others  could  be  treated  effectively  if 
home  health  agencies  arranged  for  respiratory  therapists  to  provide  consultation  to 
their  staffs,  and  to  make  occasional  home  visits,  or  arranged  for  short  term 
training  courses  for  nurses  assigned  to  treat  respiratory  patients.  As  is  indicated 
above,  in  many  cases  the  costs  of  enlisting  the  services  of  respiratory  therapists 
can  be  included  in  the  agency's  reimbursable  costs. 

The  extent  of  need  for  home  respiratory  care  is  affected  by  the  activities  of  the 
various  providers  of  home  and  hospital  respiratory  care.  When  the  system  is 
working  well,  the  services  and  training  provided  by  hospital  respiratory  therapists 
are  comprehensive;  physicians  supervise  and  follow-up  their  respiratory  patients 
and  refer  them  to  home  health  agencies  where  appropriate;  suppliers  of  respiratory 
equipment  work  closely  with  physicians,  adequately  train  patients  and  monitor 
equipment  use;  and  nurses  have  the  skills  or  are  trained  to  provide  the  required 
respiratory  care.  We  believe  this  is  most  frequently  the  case.  When  aspects  of  the 
system  are  not  functioning  well,  we  do  not  feel  an  expansion  of  HHA  benefits  is 
appropriate  to  compensate  for  the  shortcomings.  Rather,  we  feel  that  specific 
improvements  in  the  above  areas,  discussed  throughout  this  report,  would  have 
more  direct  effects  on  the  quality  of  care,  and  are  more  important  than  a  Medicare 
coverage  expansion.  Many  of  these  improvements  would  reach  both  patients  with 
unmet  need  who  had  been  referred  to  HHAs  for  care  and  those  who  had  not. 
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Another  very  important  factor,  particularly  at  a  time  when  the  trust  funds  are 
projected  to  be  insolvent  in  the  1990's,  is  that,  according  to  the  Health  Care 
Financing  Administration's  Office  of  the  Actuary,  Medicare  costs  would  probably 
increase  by  $65  million  over  the  next  year  if  coverage  were  expanded.  Although  in 
select  circumstances  specific  individuals  might  benefit  from  the  expansion,  and  in 
some  cases  decreased  utilization  of  health  care  services  would  result,  we  believe 
that  overall  program  costs  would  increase.  Current  Medicare  coverage  is  adequate 
to  permit,  to  a  large  extent,  the  substitution  of  home  health  care  for  hospital  care. 
Very  little  evidence  exists  which  indicates  that  reimbursing  for  respiratory 
therapists'  home  visits  on  a  cost  per  visit  basis  would  substantially  increase  this 
substitution  effect. 

An  additional  important  reason  for  the  cost  increase  would  be  the  difficulty  of 
directing  the  benefit  specifically  to  individuals  who  are  in  need  of  this  specialized 
care.  It  appears  questionable  that  the  current  state  of  the  art  in  respiratory 
therapy  would  permit  the  development  of  sufficient  guidelines  for  appropriate 
patient  selection  for  this  care.  In  the  absence  of  these  guidelines  a  number  of 
patients  would  be  inappropriately  referred  for  this  specialized  care  in  addition  to 
the  care  they  are  now  receiving.  At  the  same  time,  we  felt  that  insufficient 
quality  assurance  methods  had  been  developed  and  tested  in  this  area  to  convince 
us  that  expansion  of  home  respiratory  care  could  be  sufficiently  monitored. 

Finally,  expansion  of  cost  per  visit  payment  to  cover  home  visits  by  respiratory 
therapists  is  not  consistent  with  the  Department's  current  development  of 
reimbursement  alternatives.    The  Department  favors  fundamental  reimbursement 
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reform  involving  a  broad  spectrum  of  home  health  services.  The  Department  is 
developing  and  testing  alternative  home  health  reimbursement  methods  which  will 
reward  the  beneficial  and  efficient  use  of  many  services,  including  respiratory 
therapy.  Until  these  methods  are  developed  and  tested,  the  Department 
recommends  continuation  of  the  present  Medicare  coverage  for  respiratory 
therapists'  services  in  the  home. 
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GLflSSaKjf  Of  TCTHS 


Aerosol  -  a  suspension  of  very  fine  particles  of  a  liquid  or      j«j  in  a 
gas. 

Aerosol  therapy  -  water  droplets  or  fine  particles  of  medication  added  to 
inhaled  air  for  deposition  onto  the  surface  of  the  lung.  Aerosol 
-therapy  is  used  to  achieve  four  general  objectives:  hunddification  of 
the  respiratory  tract,  "wetting"  of  respiratory  tract  secretions 
(xrucus)  so  that  they  can  be  coughed  up  more  easily,  delivery  of  bran- 
chodilator  drugs  which  dilate  the'  breathing  tubes,  and  administration 
of  antibiotics  to  treat  bronchial  infections. 

Chronic  asthma  -  intermittent  attacks  of  airway  obstruction  which  may  last 
from  months  to  years.    Three  findings  are  ccmncnly  associated  with 
chronic  asthma:  bronchospasm,  mucosal  edema,  and  thick  secretions  in  the 
airways.    About  .6  million  Medicare  beneficiaries  have  this  condition. 

Chronic  bronchitis  -  excessive  mucus  secretions  of  the  bronchial  tree 
with  a  chronic  productive  cough  for  at  least  tiuree  months  each  year  for 
two  successive  years.    Approximately  1.3  mil  1  ion  Medicare  beneficiaries 
have  chronic  bronchitis. 

Chronic  obstructive  pulmonary  disease  (COPD)  -  a  clinical  entity  charac- 
terized by  chronic  dyspnea  and/or  chronic  productive  cough  with  airflow 
obstruction  as  demonstrated  by  clinical  spirometry.    The  usual  patient 
with  COPD  has  emphysema,  chronic  bronchitis,  asthma  or  some  combination 
of  these  disorders. 

Cor  pulmonale  -  cardiac  enlargement  resulting  from  diseases  primarily 
affecting  either  the  structure  or  function  of  the  lung-most  frequently 
chronic  bronchitis  and/or  emphysema. 

Durable  medical  equipment  (DME)  -  equipment  that  can  withstand  repeated 
use;  is  primarily  and  customarily  used  to  serve  a  medical  purpose;  is 
generally  not  useful  to  a  person  in  the  absence  of  an  illness  or  injury; 
and    is  appropriate  for  use  in  the  hone.    Traditional  examples  include 
such  items  as  wheelchairs,  hospital  beds,  canes,  crutches,  commodes , 
walkers,  oxygen  therapy  equipment,  and  the  supply  of  oxygen  gas,  etc. 

Dyspnea  -  difficulty  in  breathing. 

Emphysema  -  an  increase  in  the  size  of  the  air  cells  of  the  lungs  and 
destruction  of  the  walls  of  the  airspaces  distant  from  the  terminal 
bronchiale.    An  estimated  1.1  million  Medicare  beneficiaries  have  this 
disease. 
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Hone  health  agency  -  an  agency  which  providee  hone  health  care.    To  be 
^•i-f-i-piwd  undar  M^-frar*  an  agency  must  provide  skilled  nursing  services 
and  at  least  one  atidtf  Invil  therapeutic  service  (physical,  speech  or 
occupational  therapy,  mwrtiml  serin  1  services,  or  heme  health  aide 
services)  in  the  home. 

Heme  health  care  -  health  services  rendered  to  an  individual  as  rwoflcri  in 
the  heme.    Such  services  are  provided  to  aged,  disabled,  sick  or  conva- 
lescent individuals  who  do  not  need  institutional  care.    Under  Medicare, 
home  health  benefits  include  intermittent  Skilled  nursing,  physical 
therapy,  speech  therapy,  ooTuiwtinral  therapy,  meriirM  Borial,  services, 
heme  health  aide  services,  services  of  interns  and  residents;  medical 
supplies  (except  drugs  and  biological s) ,  and  the  use  of  medical  equipment. 
To  be  covered  these  services  have  to  be  provided  by  a  Medicare  certified 
home  health  agency. 

Hospital  insurance  program  (Part  A) t    The  compulsory  portion  of  the 
Medicare  program  that  automatically  enrolls  all  persons  aged  65  and  over 
entitled  to  benefits  under  the  Old  Age,  Survivors,  Disability  and  Health 
Insurance  Program  or  Railroad  Retirement  Program,  persons  under  65  who 
have  been  eligible  for  disability  for  over  two  years,  and  insured 
workers  (and  their  dependents)  requiring  renal  dialysis  or  kidney  trans- 
plantation.   After  various  cost-sharing  requirements  are  met,  it  pays  for 
inpatient  hospital,  skilled  nursing  facility  and  heme  health  care.  The 
Hospital  Insurance  Program  is  fi  nnnreri  from  a  separate  trust  funded  with 
a  payroll  tax  levied  on  employees,  employers  and  the  self  employed. 

Hypoxemia  -  a  lower  than  normal  level  of  oxygen  in  the  blood:  often 
expressed"  as  a  level  of  arterial  blood  oxygen  tension,  or  Pa  02 

i.e.  ?2  02  *  60  torr  or  less  may  be  considered  to  be  indicative  of 
hypoxemia. ) 

Bypnria  -  insufficient  oxygenation  of  tissues. 

Incentive  spiiuueLry  -  use  of  a  device  designed  to  measure  air  flow  (a 
spirometer)  to  encourage  a  spontaneously  breathing  patient  to  inhale 
large  volumes  of  air,  as  a  means  of  improving  ventilation. 

Intermittent  (or  inspiratory)  positive  pressure  breathing  (IPPB)  -  use  of 
a  positive  pressure  respirator  to  deliver  a  gas  with  humidity  and/or 
aerosolized  medication  to  a  spontaneously  breathing  patient  for  periods 
of  time  generally  no  greater  than  15  to  20  minutes  each. 

Nebnl  irer  -  an  atomizer  or  other  device  for  throwing  a  spray  which  is 
often  hand-held  and  operated  by  the  patient  (including  those  used  with 
a  compressed  air  generator) . 
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Oxygen  therapy  -  the  administration  of  supplemental  oxygen  to  patients 
with  impaired  lung  function,  most  caancnly  to  those  who  have  inadequate 
blood  oxygen  levels. 

RTysical  therapist  -  a  specially  trained  and  licensed  individual  who  uses 
physical  agents,  "Eianrirhmvirwl,  and  neurophyaioJ ogical  principles,  and 
assistive  devices  in  relieving  pain,  restoring  naxinan  function,  and 
preventing  disability  following  disease,  injury  or  loss  of  a  bodily 
part. 

Respiratory  home  care   -  a  service  that  is  provided  in  the  patient's  home 
environment  by  qualified  person  tel  under  medical  direction  wherein  a 
program  of  respiratory  care  is  implemented  and/or  reinforced  through 
education,  therapy,  emotional  support,  appropriate  referral  and  im>M 
follow-up  and  assessment  in  order  to  support  the  physical,  emotional  and 
social  well  being  of  the  patient.    The  goal  of  the  respiratory  home  care 
program  is  to  assist  the  patient  in  attaining  the  highest  possible 
functional  capacity  allowed  by  his  pulmonary  disability  and  overall 
situation. 

Respiratory  physical  therapy  -  physical  therapy  for  patients  with  lung 
disease  which  has  two  basic  objectives:  (1)  to  facilitate  the  removal  of 
secretions  from  the  lungs,  and  (2)  to  improve  the  efficiency  of  breathing. 
Among  the  physical  measures  employed  are:    (1)  percussion  (clipping) 
and  vibration  of  the  thorax,  (2)  postural  draining  (positioning  the 
patient  so  that  secretions  will  drain  toward  the  mouth  under  the 
influence  of  gravity),  and  (3)  breathing  exercises  to  teach  a  patient 
how  to  use  his  or  her  respiratory  muscles  mare  efficiently. 

Respiratory  therapist  -  an  individual  who  has  successfully  completed  a 
training  program  accredited  by  the  American  Medical  Association's  Commit- 
tee on  Allied  Health  Education  and  Accreditation  in  collaboration  with 
the  Joint  Review  Committee  for  Respiratory  Therapy  Education  and  is 
eligible  to  take  the  registry  examination,  or  has  passed  the  registry 
examination  administered  by  the  National  Board  for  Respiratory  Therapy 
Inc. 

Respiratory  therapy  -  also  referred  to  in  this  iqjurt.  as  respiratory 
care  or  respiratory  services,  includes  activities  related  to  diagnosis, 
therapeutics,  administration  and  education.    Included  in  the  diagnostic 
activities  are  obtaining  of  blood  samples  to  determine  acid-base  status 
and  blood  gas  values,  and  pulmonary  function  measurements.  Therapeutic 
modalities . include  (1)  oxygen  therapy,  (2)  ventilatory  therapy,  (3) 
artificial    airway  care,  (4)  bronchial  hygiene  therapy,  (5)  cardiopulmo- 
nary resuscitation,  and  (6)  respiratory  rehabilitation  therapy.  Educa- 
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tional  activities  include  instructions  for  the  patient  and  family  in  the 
(1)  anatomy,  physiology  and  pathophysiology  of  respiratory  disease,  (2) 
administration  of  therapeutic  modalities  prescribed  by  the  physician  and 
(3)  where  equipment  is  prescribed  as  therapy,  the  effective  and  safe  use 
and  maintenance  of  this  equipment  including  precautions  to  avoid  equip- 
ment contamination  and  patient  infection. 

Respiratory  therapy  technician  -  an  individual    who  has  successfully 
completed  a  training  program  accredited  by  the  American  Medical  Associa- 
tion's Committee  on  Allied  Health  Education  and  Accreditation  in  collab- 
oration with  the  Joint  Review  Committee  for  Respiratory  Therapy  Education 
and  is  eligible  to  take  the  certification  examination,  or  has  passed  the 
certification  examination  administered  by  the  National  Board  for  Respira- 
tory Therapy,  Inc. 

Supplementary  medical  insurance  program  (Part  B) :    The  voluntary  portion 
of  the  Medicare  program  in  which  all  persons  entitled  to  the  Hospital 
Insurance  Program  (Part  A),  and  all  persons  over  65,  may  enroll.  About 
95  percent  of  eligible  people  are  enrolled.    After  a  deductible  has  been 
met,  it  pays  for  80  percent  of  the  reasonable  chargt  for  covered  services. 
Covered  services  include  physician  services,  home  health  care,  medical 
and  other  health  services,  outpatient  hospital  services  and  laboratory, 
pathology  and  radiologic  services.    The  Supplementary  Medical  Insurance 
Program  is  financed  on  a  current  basis  from  monthly  premiums  paid  by 
persons  insured  under  Medicare  and  a  matching  amount  from  Federal  general 
revenues . 
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Appendix  I 

•   

.  RESPONSE  TO  FEDERAL  REGISTER  ANNOUNCEMENT  OF  RESPIRATORY  THEEAPIST  STUDY 


A  total  of  68  letters,  representing  59  different  agencies,  hospitals, 
organizations,  or  individuals,  vere  received  and  reviewed.    The  content  of 
each  response  was  catalogued  under  19  different  categories.    All  multiple 
responses  from  one  agency  or  organization  were  aggregated  in  the  analysis. 
In  addition,  for  reporting  purposes,  the  19  categories  were  collapsed  into 
7. 

The  respondents  consisted  of  representatives  of  home  health  agencies, 
including  visiting  nurse  associations,  hospitals,  professional  organizations , 
respiratory  therapists,  and  governmental  bodies. 

A  summary  of  the  responses  is  presented  below. 

1.    Should  respiratory  therapy  in  the  home  be  reimbursed  under 
Medicare? 

Of  the  68  responses,  60  were  in  favor  of  Medicare  reimbursement,  4  were 
against  it,  and  the  remaining  4  did  not  specify  their  position  but  strongly 
endorsed  HCFA's  decision  to  explore  the  question.  Nine  (9)  respondents 
who  favored  reimbursement  did  so  with  some  reservation.  Three  (3)  said 
"yes"  provided  proper  guidelines  are  issued,  and  the  remainder  (6)  said 
"yes"  but  only  if  the  program  is  placed  with  a  home  health  agency  or  at 
least  kept  out  of  the  control  of  vendors  and  proprietary  agencies. 

YES  60 
NO  4 

Not  specified  4  (but  respondents  support  HCFA's  study) 
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2.    The  Role  of  the  Respiratory  Therapist 


An  overwhelming  majority  (80  percent)  of  the  respondents  addressed  the 
issue  of  the  role  of  the  respiratory  therapist  in  providing  home  care. 
Fourteen  (14)  did  not  address  the  issue.    However,  of  the  52  responses 
which  discussed  the  role,  almost  half  (25)  recognized  the  need  for  a 
respiratory  therapist  home  care  but  did  not  specify  a  role.    Pour  (4) 
believed  a  therapist  is  not  needed.    However,  14  favored  placing  the 
therapist  above  the  nurse,  two  (2)  saw  the  nurse  and  therapist  as 
equals  and  the  remainder  (5)  were  spread  out  over  five  different 
categories  such  as  a  "therapist-nurse-physician  team  approach,"  or  the 
"R.T.  as  manager  of  equipment." 


a.  RT  needed  but  role  not  specified  25 

b.  RT  above  nurse  14 

c.  RT  under  nurse  4 

d.  RT/nurse  are  equal  2 

e.  RT  not  needed  4 

f.  RT  only  for  first  "2-3  visits"  1 

g.  RT  as  "manager  of  equipment"  1 

h.  RT  as  "administrator/ educator"  1 

i.  RT  as  physician  assistant  1 
j.  "team  approach"  1 
k.  Remainder  of  responses  state  that  RT 

needed  but  role  not  specified  14 


A  few  respondents  discussed  the  specific  duties  which  should  be  carried  out 
by  the  respiratory  therapists.    These  included: 
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a.    Instruction  of  patients  and  their  families  in  the  administration 

of  therapeutic  techniques  and  equipment; 
b-    Equipment  setup  and  operation; 

c.  The  mixing  of  respiratory  treatment  medications; 

d.  Cleaning  and  disinfecting  of  equipment; 

e.  Obtain  test  data  or  laboratory  specimen  from  homebound 
patients ; 

f.  Counseling  and  training  of  nurses  and  allied  health 
professionals  involved  in  respiratory  care. 

Capability  of  nurses  and  the  role  of  physicians  in  providing  respiratory 
care* 

In  addition  to  discussing  the  role  of  the  respiratory  therapists, 
approximately  one-third  of  the  respondents  also  included  a  discussion 
on  the  capability  of  the  nurse  and  the  role  of  the  physician.  Only 
4  respondents  argued  that  the  nurse  is  capable  of  providing  respiratory 
therapy,  10  sav  the  nurse  to  be  capable  if  trained  and/or  monitored  by 
an  E.T.,  2  saw  the  nurse  as  "more  capable  and  better  rounded  in  health 
care  than  an  R.T.,"  5  found  the  nurse  either  incapable  or  not 
"technically  trained,"  and  the  remainder  chose  not  to  address  the  issue. 

Vith  the  exception  of  tvo  respondents  who  favored  a  "team  approach"  in 
the  provision  of  respiratory  care,  nearly  all  placed  the  physician  at 
the  top  as  the  director  of  patient  care.    Only  1  respondent  wanted  the 
physician  under  the  direction  of  a  respiratory  therapist,  and  another 
favored  placing  the  nurse  in  charge  of  overall  care. 

To  summarize,  a  total  of  21  respondents  discussed  the  roles/capabilities 
of  physicians ,  respiratory  therapists,  and  nurses.    Most  responses 
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simply  cited  the  problem  and  did  not  present  possible  options.  However, 
of  those  who  do, 

a.  17  placed  the  M.D.  at  the  top 

b.  1  sav  the  M.D.  relying  on  the  E.T. 

c.  2  favored  a  "team  of  equals"  approach 

d.  1  sav  the  nurse  as  responsible  for  overall  care. 

Characteristics  of  the  respondents'  patient  populations 

Several  respondents  described  their  patient  populations  under  four 
different  categories:    those  patients  requiring  respiratory  therapy, 
those  receiving  therapy,  the  diagnoses  of  those  patients  receiving 
therapy,  and  the  number  of  patients  with  given  diagnoses.    Each  of 
these  categories  is  summarized  briefly  below.    Most  respondents 
(75  percent),  however,  did  not  present  patient  profiles. 

a.  Number  of  percentage  .of  patients  requiring  R.T.  "Only 

12  respondents  presented  any  data.    Of  these,  2  said  that 
approximately  10  percent  of  their  caseload  requires  such 
therapy,  while  several  (7)  said  "many,"  and  a  few  (3)  referred 
to  an  "increasing  need"  for  E.T.  services. 

b .  Number/percentage  of  patients  receiving  R.T.  Only 

11  presented  data.    Two  (2)  stated  that  10  percent  of  their 
caseload  receives  respiratory  therapy,  several  (6)  cited  an 
"increase"  in  the  number  of  patients  on  their  rolls  receiving 
such  care  but  did  not  specify  the  increase  in  numbers,  and  one 
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(l)  agency  representative  cited  an  increase  in  B.T.  cases  from 
14  to  60  in  1  year.    Other  respondents  reported  "863  patients 
in  1  year... on  the  rolls"  and  6  on  ventilators  at  home.  Another 
predicted  that  "there  will  be  many  in  the  future." 

c.  Diagnoses  of  patients  receiving  R.T.    Fifteen  (15)  respondents 
discussed  patient  illnesses  and  diagnoses,  but  only  in  general 
terms  and  without  specific  numbers  for  given  diagnoses.  The 
three  most  common  diseases  mentioned  by  the  respondents 
included  emphysema,  asthma,  and  bronchitis. 

d .  Humber  or  percentage  of  patients  with  these  diagnoses.  No 
specific  numbers  were  offered  by  any  of  the  respondents  under 
this  category.    One  agency  reported  that  their  patients' 
diagnoses  coincided  with  national  statistics  but  did  not 
explain  the  point  further.    Another  simply  stated  that  "most 
have  lung  cancer." 

Financing  and  cost  issues 

Several  respondents  chose  to  address  financing  and  cost  issues.  For 
the  most  part,  these  responses  fell  under  three  separate  categories: 
(a)  the  financing  of  respiratory  therapy;  (b)  cost  or  charge  per  R.T. 
visit;  and  (c)  cost  savings.    Each  of  these  categories  is  described 
below. 

a.    Financing  of  respiratory  care.    Only  9  respondents  made 

any  reference  to  the  financing  of  respiratory  therapy  and  these 
tended  to  be  general  in  their  approach.    One  complained  of 
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Medicare  red  tape,  another  of  too  much  variation  in  financing, 
and  another  stated  strongly  that  under  no  circumstances  should 
an  E.T.  be  reimbursed  directly. 

b.  Cost  or  charge  per  visit.    Only  5  respondents  presented  any 
information  on  costs  per  patient  visit.    Of  these,  two  (2) 
were  general  and  did  not  specify  an  amount.    However,  of  the 
remaining  three  (3),  one  mentioned  a  figure  of  $50  per  visit  by 
a  respiratory  therapist  but  only  $22  for  a  nurse;  another 
quoted  $32  per  visit  for  an  R.T.;  and  a  third  gave  an  average 
cost  figure  of  $376  per  patient  per  year  at  home.  However, 
none  of  the  respondents  related  cost  per  visit  to  specific 
diagnoses  or  patient  needs. 

c.  Cost  savings.    Approximately  one- third  (22)  of  the  respondents 
addressed  the  issue  of  cost  savings  in  relation  to  home 
respiratory  care.    These  can  be  summarized  as  follows: 

1.  Over  half  of  these  argued  in  general  terms  that 
home  respiratory  therapy  would  "save  money"  or  be 
"cost  effective." 

2.  Three  (3)  emphasized  that  "thousands"  and  "even 
millions"  could  be  saved  under  a  home  respiratory  care 
program. 

3.  Three  (3)  discussed  cost  savings  solely  in  terms 

of  reduced  hospital  days  but  did  not  include  dollars 
and  cents.    Specific  dollar  amounts  of  savings  were 
not  presented. 


72 


6.    Better  standards  and  guidelines  for  service  provision 


Seventeen  (17)  respondents  urged  the  creation  of  specific  guidelines 
and  standards  to  be  used  in  providing  home  respiratory  care.  Almost 
one-third  (22)  of  the  respondents  advocated  the  use  of  guidelines  and 
standards  for  equipment  use  and  therapy  modalities.    Few  (if  any) 
examples  of  needed  guidelines  were  presented.    However,  several  are 
presented  below: 

a.  All  equipment  and  services  shall  be  available  on  a 
24-hour  basis; 

b.  Reusable  equipment  rented  to  the  patient  shall  be 
disinfected  and  inspected  a  minimum  of  every  3  months  and  in 
between  patients; 

c.  Every  provider  shall  have  a  medical  director,  a  licensed 
physician,  who  reviews  patient  records  and  approves  policies 
and  procedures; 

d.  A  written  patient  care  plan,  including  specific  patient 
goals,  must  be  set  by  the  home  care  professional  and  approved 
by  the  attending  physician;- 

e.  A  written  patient  progress  report  shall  be  provided  to 
the  attending  physician  at  a  minimum  of  every  60  days. 

7.    Other  categories 

The  respondents  did  not  focus  much  of  their  attention  on  the  other 
categories  such  as  productivity,  time  allotted  for  visits  and 
other  functions,  ummet  needs,  and  types  of  patient  care  orders. 
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Thirteen  (13)  respondents  did  mention,  however,  an  improved  status  in 
the  "quality  of  life"  of  their  patients  as  a  result  of  home  respiratory 
therapy. 


Based  on  an  analysis  of  the  68  responses,  the  following  conclusions  can  be 
drawn: 

1.  An  overwhelming  majority  of  the  respondents  favored  the 
reimbursement  of  home  respiratory  therapy  under  Medicare. 

2.  It  is  generally  accepted  among  the  respondents  that  home 
respiratory  therapy  would  be  more  "cost  effective"  than  in-hospital 
care.    However,  no  specific  evidence  is  presented  by  the  respondents 
to  support  this  view. 

3*    There  is  a  reasonably  strong  demand  for  better  standards  and 

guidelines  for  E.T.  if  it  does  become  reimbursable  under  Medicare. 

4.    There  appears  to  be  much  disagreement  among  the  respondents  over 
the  roles  played  by  the  physician,  therapist,  and  nurse.  The 
"physician  at  the  top"  of  the  care  plan  is  generally  accepted,  but 
at  this  time  there  is  a  clear  conflict  between  the  nurse  and  the 
E.T.  in  providing  in-home  respiratory  care. 


74 


APPEHDH  II 


75 


RESULTS  OF  MEDICARE  BENEFITS  STUDY 
HOME  HEALTH  AGENCY  QUESTIONNAIRE 
ON  RESPIRATORY  THERAPY 


by 


Sylvia  Pendleton 
James  J.  Callahan,  Jr 
Lois  Camber g 
Steven  Wisensale 


i 


January 


University  Health  Policy  Center 
Brand eis  University 
Waltham,  MA. 


76 


MEDICARE  BENEFITS  STUDY 
HOME  HEALTH  AGENCY  QUESTIONNAIRE 

Background 

To  help  determine  whether  or  not  home  visits  by  respiratory  therapists  and 
registered  dietitians  should  be  added  as  a  benefit  to  Medicare,  a  survey  of  cer- 
tified home  health  agencies  was  conducted.    The  purpose  of  the  survey  was  to 
determine  the  extent  to  which'  such  services  may  already  be  provided,  estimate 
the  extent  of  unmet  need,  and  identify  problems  in  the  provision  of  these  two 
services.    The  results  from  the  survey  supplement  material  from  the  literature 
review  and  the  Federal  Register  response. 

The  Research  Sample 

A  random  sample  of  414  home  health  agencies  was  drawn  from  the  1981  uni- 
verse of  3,258  agencies.    The  sample  was  stratified  according  to  auspices: 
hospital,  government,  visiting  nurse  agency,  proprietary,  other  private  non- 
profit, and  other.    The  total  of  414  agencies  produced  a  sample  with  a  .05 
reliability  on  dichotomous  variables.    Two  mailings  were  made  to  the  home  health 
agencies,  which  produced  a  total  response  of  229  or  55%  of  the  sample.    For  the 
analysis  in  this  document,  214  (522)  usable  returns  are  analyzed.^     Table  I 
tallies  the  response. 

Table  II  shows  the  percent  distribution  of  home  health  agencies  by  auspice 
for  the  universe,  for  the  sample,  and  for  the  returns. 


1 

Eleven  questionnaires  were  not  usable  for  a  variety  of  reasons:  refusal  to 
answer,  new  agency  with  less  than  one  year  of  data,  address  unknown. 
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TABLE  II 


Percent  Distribution  of  Home  Health  Agencies 
by  Auspice,  Universe,  Sample,  Usable  Returns 


Sample  Distribution 
(V)            (2)  (3)  (4) 

Universe       Sample  Returns  Difference 
Auspice                                        %                %  %  (3-v)  % 


Vis ting  Nurse  Agency 

V5.7 

1-5.8  • 

1-9.2 

3-5 

Private  Non-Pro fit 

1-6.9 

1-7.3 

1-2.  V 

4.8 

Proprietary 

V3.3 

14.9 

9-8 

3-5 

Hospital-Based 

V3.8 

V4.0 

1-5.4 

1-.6 

Government 

38.4 

39-1' 

41. 1- 

2.7 

Other 

1-9 

1-.8 

2.3 

0.4 

The  Response  rate  from  the  visiting  nurse  agencies,  the  hospital-based 
agencies,  and  the  government  agencies  exceeded  their  proportion  in  the  universe. 
Responses  from  private  non-profit  and  proprietary  agencies  -were  less  than  their 
proportion  in  the  universe.    As  a  result,  the  survey  will  tend  to  over-emphasize 
the  experiences  of  VNAs,  hospital-based  and  government  agencies,  and  under- 
report  the  experiences  of  private  non-profit  and  proprietary  agencies.    The  214 
responses  represent  7%  of  the  total  universe  of  3,258.    While  this  sample  level 
does  not  achieve  the  .05  level  of  confidence,  it  is  the  most  representative 
source  of  information  available  on  home  health  agencies  with  respect  to  the 
questions  we  asked.    Characteristics  of  the  responding  agencies  are  detailed 
later  in  this  paper. 

Analysis 

The  questionnaires  were  analyzed  using  fequency  counts  and  selected 
cross  tabulations.    The  following  questions  were  central  to  the  analyses: 
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1.  To  what  extent  did  home  health  agencies  provide  respiratory  therapy 
and  physician-ordered  dietary  services? 

2.  What  agency  personnel  delivered  these  services  in  the  client's  hone? 

3.  Bov  many  home  visits  were  made  for  these  services? 

A.      What  vas  the  reimbursement  source  for  these  services? 

5.      Did  the  agencies  perceive  an  unmet  need  for  these  kinds  of  services 
vithin  their  caseloads? 

»  6.  Were  the  agencies  satisfied  with  the  quality  of  the  respiratory 
therapy  and  physician -ordered  dietary  services  provided  to  their  clients? 

Cross-tabulations  and  correlation  analyses  were  undertaken  to  identify  any 
noteworthy  relationships,  differences,  or  patterns  among  the  agencies  with  re- 
gard to  the  provision  of  respiratory  therapy  and  dietary  services.  Independent 
variables  selected  to  characterize  the  agencies  were:    auspice  cf  agency;  size 
of  agency  annual  budget;  size  of  agency  caseload;  size  of  agency  respiratory 
therapist  and  registered  dietitian,  staff;  urban-rural  dimension;  geographic 
region;  and  major  source  of  revenue.^"  — _ 

Dependent  variables  included:  presence  of  a  respiratory  therapist  (or 
registered  dietitian)  on  agency  staff;  size  of  respiratory  therapy  (or  dietary 
service)  caseload;  size  of  this  caseload  served  by  various  personnel;  per- 
ceived unmet  need  among  clients  for  these  services;  satisfaction  with  the  quality 
of  the  service;  , capacity  to  sell  or  lease  respiratory  therapy  equipment. 

1 

Sources  of  revenue  included  Medicare,  Medicaid,  private  insurance,  patient 
(out-of-pocket),  United  Way,  other  public  funding,  and  other  private  funding. 
"Major  source"  is  defined  as  the  one  source  providing  a  larger  percentage  of 
agency  revenue  than  any  other  single  source  -  not  necessarily  larger  than. the 
sum  of  the  other  single  sources.- 
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Other  correlation  analyses  included:    size  of  unmet  need  relative  to  size 
of  caseload  receiving  the  service;  satisfaction  with  quality  relative  to  size  of 
caseload  receiving  the  service  and  relative  to  rates  charged  by  personnel  supply- 
ing the  service. 

Results  producing  significant  chi-square  or  r  values  (P<.10)  were  selected 
for  reporting.    There  were  too  few  responding  agencies  employing  a  respiratory 
therapist  to  produce  statistically  significant  results  in  the  analysis.  Enough 
agencies  employed  registered  dietitions  to  produce  some  discernible  patterns  in 
the  analysis.    Overall,  few  significant  relationships  emerged  for  either  respira- 
tory therapy  or'  physician-ordered  dietary  service  as  currently  provided  by  home 

health  agencies.    In  this  paper  we  will  report  only  the  findings  related  to  res- 
piratory therapy. 

Characteristics  of  the  Agencies 

Fifty-seven  percent  of  the  agencies  were  rural,  272  urban,  132  suburban,  and 
32  other  combinations.  The  agencies  were  not  large;  502  had  less  than  five  full- 
time  H.N.s,  and  75Z  had  less  than  ten  full-time  R.N.s. 

Half  of  the  agencies  in  the  sample  reported  a  full-time  equivalent  staff  of 
nine  or  less,  and  752  less  than  seventeen.*  Ninety-eight  percent  of  the  agencies 
had  fewer  than  80  employees,  two  reported  over  100  staff,  and  one  agency  over 
1000. 

Adding  the  consulting  and  contracting  personnel  to  the  staff  employees  raised 
the  median  of  all  FTE  employees  to  12  and  the  75th  percentile  to  20.  Ninety- 
nine  percent  of  the  agencies  reported  a  combined  FTE  personnel  roster  of  fewer 
than  100  (with  one  agency  listing  over  2000). 

The  median  unduplicated  count  of  patients  served  per  year  was  340;  751 
of  the  agencies  served  840  or  fewer  patients  per  year.    The  median  annual  operat- 
ing budget  was  $219,615  per  year,  with  752  of  the  home  health  agencies  having 
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budgets  of  $500,000  or  under.    The  major  source  of  revenue  for  the  hone  health 
agencies  was  Medicare.    One-half  of  all  the  agencies  obtained  672  or  more  of  their 
income  from  Medicare.    Medicare  was  the  major  source  of  income  for  792  of  all 
agencies.    Medicaid,  on  the  other  hand,  was  not  a  substantial  source  of  income 
for  the  home  health  agencies.    Half  the  agencies  received  less  than  82  of  their 
income  from  Medicaid,  and  902  received  less  than  302  of  their  income  from  Medi- 
caid.   In  only  one  agency  did  Medicaid  provide  over  half  the  revenue.  Private 
insurance  and  revenue  from  patients  was  not  a  large  source  of  income.    The  other 
major  source  of  revenue  is  other  public  sources  such  as  counties,  which  account 
for  at  least  202  of  the  income  for  202  of  the  agencies. 

RESPIRATORY  THERAPY 

Did  Home  Health  Agencies  Provide  Respiratory  Therapy  Services  in  the  Home? 

Seventy-one,  or  332  answered  yes  while  143,  or  672,  indicated  they  did  not 
provide  respiratory  services  at  home.     Sixty-nine  agencies  reported  the  percent- 
age of  total  of  agency  caseload  receiving  respiratory  therapy  at  home.  This 
service  represented  102  or  less  of  the  total  caseload  for  54,  or  782,  of  the 

_    t 

agencies.     (See  Figure  1)      This  means  that  of  the  total  214  agencies  responding, 
only  72  had  102  or  more  of  their  caseload  receiving  respiratory  therapy  serv- 
ices.   Three  agencies,  or  42,  had  a  caseload  with  over  202  of  the  patients  re- 
ceiving respiratory  therapy.    There  were  no  significant  relationships  with  the 
designated  independent  variables.     It  is  fair  to  conclude  that  most  home  health 
agencies  do  not,  provide  respiratory  therapy;  and,  for  those  that  do,  over  782 
do  so  for  102  or  less_of  the'ir  entire  caseload. 

Who  Provided  Respiratory  Therapy  Services  in  the  Home? 

t 

Respiratory  therapy  can  be  provided  by  a  nurse,  a  physical  therapist,  or  a 
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Figure  1 


Distribution  of  Providing  Agencies 
by  Percentage  of  Caseload 
Receiving  Respiratory  Therapy 
Directly  from  Home  Health  Agency 
(n  -69) 
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respiratory  therapist.    All  of  the  reporting  home  health  agencies  had  nurses. 
One  hundred  and  seventy-one,  or  80Z,  offered  some  physical  therapy.  Fifty- 
two  agencies,  or  252,  had  one  or  more  full-time  staff  physical  therapists,  and 
66  had  one  or  more  full-time  staff  consultant  physical  therapists. 

Twelve    or  62  of  the  214  agencies  employed  a  respiratory  therapist  (R.T.) 
either  full-  or  part-time,  on  staff  or  as  a  consultant.    One  agency  had  one  full- 
time  staff  respiratory  therapist,  and  two  had  a  full-time  equivalent  consulting 
respiratory  therapist.    Of  the  12  agencies  with  an  R.T.,  5  were  hospital-based, 
2  government,  2  VNA,  2  proprietary  .Agencies,  and  1  "other."    The  proportion  of 
hospital-based  agencies  using  a  respiratory  therapist  (152)  was  larger  than  that 
of  any  other  agency  type.    Sorting  by  budget  size,  source  of  revenue,  location, 
and  total  caseload  did  not  notably  affect  the  distribution  of  agencies  with  and 
without  the  services  of  a  respiratory  therapist. 

Registered  nurses  supplied  respiratory  therapy  at  home  in  all  67  agencies 
identifying  the  staff  providing  this  service.    Twenty-three  of  the  agencies  (322) 
used  physical  therapists,  and  5  (72)  used  respiratory  therapists  in  addition  to 
nurses.    In  over  .half  of  the  agencies  providing  respiratory  therapy,  5%  or  less 
of  the  total  caseload  received  the  service.    The  nurses'  respiratory  therapy 
median  caseload  was  also  52.    Physical  therapists  and  respiratory  therapists 
each  served  a  median  caseload  of  12.    The  percent  of  the  respiratory  therapy 
caseload  served  by  nurses  paralleled  closely  the  percent  of  the  total  agency 
caseload  receiving  this  service  (r  ■  .982    p  ■  ^.001). 

In  no  agency  was  more  than  102  of  the  caseload  served  by  a  physical  thera- 
pist, and  in  no  agency  was  more  than  62  of  the  caseload  served  by  a  respiratory 
therapist.  It  is  obvious,  therefore,  that  the  bulk  of  respiratory  therapy  cur- 
rently provided  in  the'  home  was  provided  by  registered  nurses. 
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How  Many  Respiratory  Therapy  Visits  were  Provided  to  Patients  in  the  Home? 

For  the  agencies  providing  this  service,  the  mean  number  of  respiratory 
therapy  visits  per  year  was  28,  and  the  median  number  12.    Seventy-five  percent 
of  the  agencies  provided  27  visits  or  fewer  per  year. 

How  Was  Payment  Made  for  Respiratory  Therapy  Visits  in  the  Home? 

Visits  by  R.N.s  and  P.T.s  can  be  billed  as  regular  nursing  and  physical 
therapy  visits.    Reimbursement  for  the  services  of  a  respiratory  therapist  was 
covered  by  the  Medicare  administrative  allowance  in  5  of  the  8  reporting  agencies 
using  an  R.T. ,  while  the  cost  was  included  in  the  nursing  visit  fee  for  the  other 
three.    There  was  no  significant  correlation  between  the  rates  charged  for  pro- 
viders (R.N.s  ,  P.T.s,  R.T.s)  and  the  size  of  the  respiratory  therapy  caseload. 

Did  Home  Health  Agencies  Lease  or  Sell  Respiratory  Therapy  Equipment? 

Ninety  percent  of  the  agencies  neither  sold  nor  leased  respiratory  therapy 
equipment..  Of  the  18  that  did,  the  most  frequent  item  was  the  IPPB  machine, 
followed  by  oxygen  and  concentrators.    Hospital-based  agencies  were  the  largest 
source  (6,.  or  352),  followed  by  government -sponsored  and  visiting  nurse  associa- 
tions (24%  each).    Considering  the  auspice  of  the  agencies,  the  proportion  of 
hospital-based  agencies  selling  or  leasing  equipment  was  higher  (19%)  than  for 
agencies  under  other  auspice  (102  of  the  VNAs,  8%  of  the  private  non-profit,  52 
each  of  the  proprietary  and  government-sponsored  agencies) .    The  proportion  of 
agencies  dealing  with  equipment  was  greater  for  those  with  client  caseloads  of 
more  than  600  (142)  than  for  -the  smaller  agencies  (62) .    Pearson  correlation 
analyses  between  agency  caseloads  (and  budgets)  and  whether  or  not  the  agency 
handled  equipment  produced  the  following  values:  r  ■  .258,  p  -  <.001  for  caseload; 
4  -  .299,  p  -<.001  for  budget. 
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Were  There  Unmet  Needs  for  Respiratory  Therapy  Services? 

Sixty-three  percent  (126)  of  responding  agencies  reported  no  unmet  need 
for  respiratory  therapy  services  vithin  their  case  loads.    Sixty  percent  of  the 
agencies  who  provided  respiratory  therapy  .service  reported  that  all  such  need 
was  being  satisfied,  as  did  652  of  the  agencies  who  did  not  provide  the  service. 
Thirty-seven  percent  (74)  of  all  the  agencies  reported  that  some  portion  of  their 
caseload  appeared  to  need  respiratory  therapy  service  at  home,  but  vas  not  re- 
ceiving it  from  any  source.    Table  III  shows  the  percent  of  caseload  with  unmet 
need.    Among  those  agencies  that  reported  an  unmet  need,  half  reported  that  52 
or  less  of  their  caseload  needed  the  service;  422  indicated  between  102  and 
252;  and  72  indicated  more  than  252  of  their  caseload  needed  respiratory  therapy 
service.    The  proportion  of  agencies  reporting  unmet  need  ranged  from  312  of 
the  VNAs  to  442  of  hospital -based.    No  significant  correlations  were  found  be- 
tween percent  of  caseload  with  unmet  need  and  size  of  annual  budget,  major  source 

Table  III 

Percent  of  Caseload  with  Unmet  Need 
for  Respiratory  Therapy 


Percent  of  Caseload 

Agencies 
# 

Report  Unmet  Need 
2 

All  Responding  Agencies 

2 

0 

126 

63 

1-52 

38 

51 

38 

19 

6-252 

31 

42 

31 

3 

>  252 

5  • 

7 

5 

3 

T 

74 

200 

t 


of  revenue,  urban/rural  dimension,  or  size  of  caseload.      The  percentage  of  the 
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reported  unmet  respiratory  therapy  need  did  correlate  significantly  with  agencies' 
perceived  unmet  need  for  dietary  services  (r  ■  .214,  p    -    .(103).  ■ 


Eighty- two  agencies  reported  "most  important  reasons"  for  unmet  need.  Among 
the  factors  they  identified,  "inadequate  reimbursement  from  public  third  party 
payors"  was  reported  most  frequently,  comprising  43Z  of  the  responses.    The  total 
list  of  "most  important"  causal  factors  associated  with  unmet  need  is  provided 
below. 

Z  of  Respondents  Z  of  Total 

•Factor  (n  ■  82)   (n  -  214) 

1.  Inadequate  reimbursement  45Z  (37)  -  172 
from  public  third-party 

payors 

2.  Physicians  do  not  write 
"  orders  for  respiratory 

therapy  through  the 

home  health  agency  24Z  (20)  9Z 

3.  Shortage  of  R.T.s  in 

geographic  area  15Z  (12)  6Z 

4.  Shortage  of  respiratory 
trained  R.N.s  or  P.T.s  in 

geographic  area  15Z  (12)  62 

5.  Inadequate  reimbursement 
from  private  third  party 

payors  5Z  (4)  2Z 

6.  Agencies  do  not  get 
involved  with  respiratory 

therapy  services  2Z  (2)  1Z 

7.  Not  enough  clients  to  warr.ant 

providing  service  1Z(1)  — 

8.  Difficult  to  assess  real  need  1Z  (1)  — 
Percents  do  not  add  to  100  because  of  multiple  reasons  listed  by  several  agencies 
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Was  the  Quality  of  Respiratory  Therapy  Services  Satisfactory? 

Of  the  185  agencies  answering  this  question,  slightly  more  than  half  (562) 
reported  that  they  were  satisfied,  and  less  than  half  (442)  reported  that  they 
were  not  satisfied.    However,  532  of  the  agencies  who  provide  the  service  were 
dissatisfied  with  the  quality,  while  692  of  the  non-providing  agencies  felt 

whatever  respiratory  services  clients  were  receiving  from  other  sources  was  satis - 

2 

factory  in  quality  (x    •  3.02,  p  ■    .082).    An  inspection  of  all  agencies  by 
auspice  shows  that  572  of  the  hospital-based  and  522  of  the  private  non-profit 
were  not  satisfied.    Forty-three  percent  of  the  VNA,  392  of  the  government,  and 

4 

332  of  the  proprietary  agencies  were  unsatisfied  with  quality  as  well.  Over 
half  of  those  agencies  with  caseloads  above  900  were  dissatisfied  with  quality 
(532) ,  while  two-fifths  (402)  of  the  organizations  with  smaller  caseloads  were 
unsatisfied.    Dissatisfaction  with  quality  tended  to  be  associated  with  a  higher 
percent  of  unmet  need  for  respiratory  therapy  in  the  agencies'  caseloads  (r  »  .341, 
p  -  .001). 

The  "most  important"  contribution    w  quality  improvement  related  to  provid- 
ing reimbursement  for  R.T.'s  home. visits.  .  The  second  most  common  factor  was 
to  obtain  additional  training  for  agency  R.N.s  or  P.T.s.    The  list  below  shows 
all  of  the  factors  agencies  indicated  as  most  important  to  improving  quality  of 
respiratory  services. 

2  of  Respondents  2  of  Total 

Factor  (n  -  107)  (n  «  214) 


1.  Reimburse  R.T.s  to 

make  home  visits'  542  (58)  272 

2.  Obtain  additional 
training  for  agency 

R.N.s  or  P.T.s  322  (34)  162 

3.  Hire  additional  staff  ' 
so  that  more  time  could 

be  spent  per  patient  72  (7)  32 

88 


4.  Improve  reimbursement 

(R.T.  not  specified)  42  (A)  22 

5.  Promote  physician  education 

and/or  cooperation  22  (2)  12 

6.  Develop  objective  criteria 

of  need  for  service  22  (2)  12 

7.  Use  available  resources 

more  effectively  12  (1)  — 

8.  Obtain  authorization  to 

provide  service  (unclear  12 '(1)  — 

whether  authorization  is 
internal  to  agency  or 
•from  external  body,  e.g., 
funding  agency) 


Comments  from  Agencies  Regarding  Respiratory  Therapy 

Many  agencies  provided  commentary  about  how  respiratory  therapy  was  pro 

vided  by  others  outside  the  agency.    The  majority  were  provided  by  equipment 

and  supply  companies.    Other  respiratory  therapy  providers  include  an  Easter 

Seal  Rehabilitation  Center  and  hospital  R.T.s.    Some  agencies  were  very  sati 

fied  with  these  arrangements.    Others  said  they  were  uncertain  about  the 

quality    of  the  equipment  suppliers.    Reluctance *otr  the  part  of  hospital  R.T 

to  make  home  visits  was  also  mentioned. 

"We  contract  only  with  those  0^  vendors  having  respiratory 
therapists  on  staff." 

(re:  equipment  companies)  "...we  find  on  many  occasions  that  they 
know  very  little  about  0£  suction  machines  or  medications." 

"On  one  occasion  we  have  had  the  R.T.  from  one  of  our  community 
hospitals  go  into  the  home  for  teaching.    There  was  no  billing 
mechanism  for  this  service." 

"Our  present  hospital  R.T.  does  not  seem  warm  to  the  concept 
of  home  visits . " 


89 


"...R.T.  staff  are  consultant,  through  hospital. . .makes  some 
home  visits." 


The  ability  of  agency  personnel  to  handle  respiratory  therapy  services 
was  also  discussed.    Several  agencies  believed  their  nurses  or  physical  thera- 
pists were  well-trained  and  able  to  provide  the  service.    Others  said  they  were 
not. 

"Public  Health  nurses  are  qualified  to  provide  skilled  respiratory 
care... in  the  home." 

"...many  R.N.s-are  not  skilled  in  these  areas.    Many  respiratory 
t  therapy  patients  they  are'  attempting  to.  care  for  at  home  are  in 

too  serious  a  Condition  to  care  for  without  tremendous  strain  on 
staff  and  equipment." 

"Our  nurses  provide  respiratory  therapy  (and  dietary  services)  as 
ordered.    We  request  these  services  from  physicians  when  needed. 
However,  we  feel  an  R.T.  (or  nutritionist)  would  be  much  more 
qualified  to  handle  these  areas  than  we.    If  these  disciplines 
could  be  reimbursed  for  home  visits,  the  quality  of  care  our 
clients  receive  would  be  improved  in  these  areas . " 

"Staff  physical  therapist  serve  as  respiratory  therapist  - 
R.N.s  familiar  with  equipment." 

"We  do  not  necessarily  need  respiratory  therapists.    We  have 
nurses  especially  trained  in  chronic  obstructive  lung  diseases 
who  perform  necessary  services  to  patients  with  emphysema, 
asthma. " 

Limited  supply  of  personnel  in  rural  agencies  was  an  issue  raised  by  one 
agency . 

"Services  of  R.T.... would  be  very  difficult  to  obtain  in  small 
rural  counties.     Some  R.T.  provided  by  private  oxygen  services, 
but  this  is  too  sparse." 
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Explanations  of  caseload  and  visits  per  patient  helped  to  gain  an  under- 
standing of  the  scope  and  character  of  the  service. 

"Each  patient  receives  approximately  eleven  (R.N.  +  P.T.  combined) 
visits  per  year.    All  visits  to  a  respiratory  patient  are  not 
necessarily  for  respiratory  services  only." 

"One  patient  receives  respiratory  therapy  (manual  percussion)  from 
R.N.  and  also  from  trained  HHA.    This  patient . receives  three  visits 
per  week. " 

Some  agencies  noted  that  without  reimbursement  the  need  for  the  service 
would  be  unmet. 

"As  long  as  R.R.T.  (and  R.D.)  services  are  not  reimbursable  per 
visit,  the  need  for  these  services  will  remain  unmet.    Our  visits 
are  rendered  in  conjunction  with  other  reimbursable  skilled  care 
and  limited  to  short  periods  of  time  for  teaching  only.    Very  few 
home. health  agencies  can  afford  the  administrative  costs  for 
these  services  " 

One  agency  noted  "we  have  never  had  a  referral  where  respiratory  therapy 

was  required." 
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Table  A-I 


Number  of  Home  Health  Agencies  Employing  Respiratory  Therapists 
and /or  Selling  or  Leasing  Respiratory  Therapy  Equipment 

by  Auspice 

ifc Wj  9  W  A  W • 

Total 
Agencies 
(n  *  214) 

Number  of  Agencies 

Therapists  (staff  or 
contract /consultant ) 
(n  -  12) 

Number  of  Agencies  • 
sexxxng/ Leasing 
Equipment 

VNA 

41 

2 

4 

Hospital -based 

33 

5 

6 

Private  non-profit 

26 

0 

• 

2 

Proprietary 

21 

2 

1 

Government 

88 

2 

4 

Other 

5 

1 

1 

Table  A-II 

Number,  of  Home  Health  Agencies  Employing  Respiratory  Therapists 
and /or  Selling  or  Leasing  Respiratory  Therapy  Equipment 
by  Size  of  Total  Annual  Agency  Budget 

Size  of  Budget 

Total 
Agencies 
(n  -  214) 

Number  of  Agencies 
Employing  Respiratory 
Therapists  (staff  or 
contract /consulcanc) 
(n  »  12) 

Number  of  Agencies 
Selling /Leas  ing 
Equipment 
(n  -  18) 

SI  to  $99,999 

43 

0 

3 

$100,000  to  $499,999 

100 

8 

5 

$500,000  to  $799,999 

24 

0 

1 

$800,000  to  $1,000,000 

7 

0 

1 

$1,000,000  to  $1,499,999  11 

0 

1 

$1.5  million  and  above 

11 

1 

4 

Not  reporting 

18 

3 

3 
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Table  A-III 

Number  of  Home  Health  Agencies  Employing  Respiratory  Therapists 
and/or  Selling  or  Leasing  Respiratory  Therapy  Equipment 

by  Urbanization 


Urbanization 

Total 
Agencies 
(n  -  214) 

Number  of  Agencies 
Employing  Respiratory 
Therapists  (staff  or 
contract/ consultant) 
(n  -  12) 

Number  of  Agencies 
Selling /Leasing 
Equipment 
(n  -  18) 

Urban 

57 

7 

6 

Rural  , 

lift 

e 

J 

Suburban 

■ 

27 

0 

'  3 

Mixed 

7 

0 

0 

Not  reporting 

5 

■ 

Table  A- IV 

Number  of  Home  Health  Agencies  Employing  Respiratory  Therapists 
and /or  Selling  or  Leasing  Respiratory  Therapy  Equipment 
by  Major  Source  of  Revenue 

Major  Source 
of  Revenue 

Total 
Agencies 
(n  -  214) 

Number  of  Agencies 
Employing  Respiratory 
Therapists  (staff  or 
contract /consultant) 
(n  -  214) 

Number  of  Agencies 
Selling /Leasing 
Equipment 
(n  -  18) 

Medicare 

170 

11 

13 

Medicaid 

6 

0 

1 

Private  Insurance 

0 

0 

0 

Patients 

4 

1 

0 

United  Way 

0 

0 

0 

Other  Public 

23 

0 

3 

Other  Private 

-  3 

0 

•  0 

Not  Reporting 

8 

1 
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Table  A-7 


% 

Number  of  Home  Health  Agencies  Employing  Respiratory  Therapists 
and /or  Selling  or  Leasing  Respiratory  Therapy  Equipment 
by  Percent  Reimbursement  from  Medicare 


Percent  Reimbursement 
rrom  neoicare 

Total 
Agencies 

Number  of  Agencies 
Employing  Respiratory 
Therapists  (staff  or 
contract /consultant) 
(.n  ■  ix; 

Number  of  Agencies 
Selling /Leasing 
Equipment 
(.n  *  17; 

<  512 

62 

1 

5 

'51-752 

70 

•  7 

7 

^.75-2 

74 

4 

5 

Not  reporting 

8 

Table  A-VI 

Number  of  Home  Health  Agencies  Directly  Providing 
Respiratory  Therapy  Equipment  by  Types  of  Equipment  Provided 


Total 

Agencies  Number  of  Agencies  Providing 

Types  of  Equipment .  (n  •  214)  (may  be  duplication) 


TPPB  Machine 

12 

Oxygen 

11 

Concentrators  0^ 

7 

Pulmo  Aides 

4 

Suction  Equipment 

4 

0^  Nasal  Cannulus 

2 

Respirators 

2 

Compressed  gas  cyclinder  0^ 

1 
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